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Anson & Maddock — Callander's Surgieal Anatomy 


A sparkling new revision—vividly picturing and de- —hbeautifully delineating surgical landmarks; most 
scribing anatomical structure as you meet it in the effective operative approach; necessary causions; and 
operating room. It covers the body from head to toe step-by-step techniques. Complete, useful, up-to-date! 


See SAUNDERS Advertisement on next 2 pages 
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New (2nd) Edition! Dunphy & Botsford— 


5 lmportant New 


bringing a wealth of 
up-to-date help to the 
practicing physician 


PHYSICAL EXAMINATION OF THE SURGICAL PATIENT 


This “postgraduate” book clearly describes those 
techniques of a surgical examination which are not 
thoroughly covered in standard texts on physical 
diagnosis. It tells you what to look for, how to look 
for it, and what your findings mean. 


The book is divided into two parts: The Elective 
Examination and The Emergency Examination. 
Included are chapters on examination of the head 
and neck, the breast, the chest, abdomen, extremi- 
ties, etc. Under The Emergency Examination you'll 
find discussed cerebral injuries, intrathoracic in- 
juries, penetrating wounds, fractured pelvis, in- 
juries of joints, the spine, etc. 


Emphasis is on old-fashioned observation of the 
patient—using eyes, ears, fingers, nose and brain. 
The authors carefully explain procedures such as: 
How to feel the thyroid gland—How to recognize 
early cancer of the oral cavity—How to appraise 
acute head injury. 


Drs. Dunphy and Botsford face up to the problem 
that when serious errors in diagnosis are made— 
they almost always hinge on a point of the physi- 
cal examination which has been overlooked or mis- 
interpreted by the examiner. They give complete, 
reliable check lists and cover the pitfalls thor- 
oughly. 


The authors have carefully reviewed and revised 
the text for this new edition. You'll find new in- 
formation on history taking and detection of can- 
cer. New illustrations have been included and color 
has been added to others to make them under- 
standable at a glance. 


By J. Enxctesert Duneny, M.D., F.A.C.S., Professor of Surgery, Harvard 
Medical School; Director of Sth Surgical Service for Sears Surgical Laboratory, 
Boston City Hospital; Consultant in Surgery, Children’s Medical Centers; and 
Tuomas W. Borsronrp, M.D., F.A.C.S., Clinical Associate in Surgery, Harvard 
Medical School; Senior Associate in Surgery, Peter Bent Brigham Hospital; As- 
sociate im Surgery, Children’s Medical Center. 375 pages, 6” x 91”, with 203 
illustrations. $8.00. New (2nd) Editcon! 


New (4th) Edition! Anson & Maddock— 


Callander’s SURGICAL ANATOMY 


Here is a thorough revision of a long-popular and 
highly-respected work. This New (4th) Edition 
effectively correlates basic anatomy—as you see it 
on the operating table—with currently accepted 
surgical technique. 


The general plan of presentation, acclaimed in 
earlier editions, remains unchanged. The authors 
—a skilled anatomist and an outstanding surgeon 
—first offer a full discussion of the anatomic struc- 
ture of each organ or region of the body, then the 
surgical application of this anatpmy. 


You'll find lucid explanations and descriptions of 
possible surgical involvements, indications, surgi- 
cal landmarks, operative approaches, step-by-step 
techniques—and the applications of these to actual 
practice. Anatomic variations—both normal and 


abnormal—are meticulously described and _pic- 
tured. 


Over 1600 carefully selected illustrations, inte- 
grated with clear, concise descriptions, portray 
structures and improved technique so that you are 
orientated anatomically for almost any operation. 
Excellent new and redrawn illustrations depict 
variations in the form and attachment of muscles, 
the origin and distribution of arteries, the anas- 
tomosis and termination of veins, the course and 
relation of nerves, etc. 

By Banny J. Anson, M.A., Ph.D. (Med. Se.), Chairman, Department of Anatomy 
and Robert Laughlin Rea Professor, Northwestern University Medical School; 
Member of the Staff, Passavant Memorial Hospital; and Watrer G, Mappock, 
M.S., M.D., F.A.C.S., Edward S. Elcock Professor of Surgery, Northwestern Uni- 
versity Medical School; Ghairman of the Department of Surgery, Chicago Wesley 


Memorial Hospital. 1157 pages, 7” x 10”, with 1602 illustrations on 1047 figures. 
$21.00. New (4th) Edition! 
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Books and New Editions 


New! HANDBOOK OF RESPIRATION 


Chest physicians, chest surgeons, anesthesiologists, 
research workers and physicians having an inquir- 
ing interest in problems of respiratory disorders— 
all will weleome this new and unparalleled com- 
pilation of known useful quantitative data pertain- 
ing to the mechanisms of gas exchange in man 
and laboratory animals. 

Prepared under the direction of the National Re- 
search Council, this handbook represents the con- 
tributions of some 400 outstanding contributors 
in the field. Most of the information is presented 
in handy nomographic form. You'll find help here 
on 169 important aspects of the respiration prob- 
lem. Among them are: Effect of Pregnancy on 
Lung Volumes and Other Ventilatory Variables— 


New (5th) Edition! Noyes & Kolb 


This book is today’s most useful source for under- 
standing the causes, nature, clinical symptoms and 
treatment for the entire range of neuroses, psy- 
choses, and personality disorders. 


The authors lead you through every step of exam- 
ining the patient—how to elicit the most useful 
history, how to test, how to gather and interpret 
diagnostic data. Every approved method of therapy 
is described. Anatomic, physiologic, chemical and 
psychologic factors bearing on mental disorder are 


One of the physician’s most difficult tasks is to put 
himself on “the other end of the stethoscope” 
to understand the fears and hopes that are in the 
patient’s mind. This new book helps you put the 
patient in the best possible frame of mind to cope 
with his illness. This is not a book on psychiatry 
or on psychosomatic medicine, but rather one on 
the everyday problems of the doctor-patient rela- 
tionship and the emotional reaction of patients 
to disease. 

You'll find specific answers to questions you fre- 


Please send and charge my account 


Effects of Exercise on Pulmonary Function and 
Heart Rate—Ventilatory Characteristics of Vari- 
ous Respirators and Techniques of Artificial Res- 
piration—Pulmonary Function: Residents and 
Newcomers at High Altitudes—Direct Action of 
Drugs on the Bronchi—Effects of External loniz- 
ing Radiation on the Respiratory System—FEffects 
of Pulmonary Fibrosis on Pulmonary Function- 
Physiology of Dyspnea—Physiologic Classification 
of Hypoxias—Aerosols, Gases and Vapors Acting 
on the Bronchi. 


Analyzed and compiled by L. Atrmas, F, Ginsos, Jn., M.D., and 
Cuances C. Wane. Prepared under the direction of the Committee on the Hand 
book of Biological Data, Division of Biology and Agriculture, The National 
Academy of Sciences, The National Research Council. 403 pages, 8'.” x 11” 
$7.50 Wows 


— CLINICAL PSYCHIATRY 


clarified. Underlying causes are emphasized. 
One of the most important features in this New 
(5th) Edition is a new and informative chapter on 
Pharmacotherapy in Psychiatry. It carefully eval- 
uates the place of tranquilizers and other new drug 
agents in therapy. A valuable chapter has been 
added on Psychiatry and the Law. 

By P. Noves, M.D., Superintendent, Norristown State Hospital, Nerris- 
town, Pennsylvania; and Lawnence C. Kors, M.D., Professor and Exeeutive Offi 
cer, Department of Psychiatry, College of Physicians and Surgeons, Columbia 
University ; Director, New York State Psychiatric Institute, 694 pages. 6',” x 9',” 
$8.00. New (5th) Edition! 


New! Hollender —PSYCHOLOGY OF MEDICAL PRACTICE 


quently ask yourself and puzzle over—questions 
like these: How should you tell the patient about 
his illness?—What should the cardiac’s family be 
told?—What are the emotional problems of the 
juvenile diabetic?—-Should you advise a patient 
to marry?—W hat is the physician’s role in adop- 
tions?—W hat are the emotional reactions to anes- 
thesia?—W hat are the reactions to a spontaneous 
abortion?—What to do for the dying patient. 


By Marc H. Hoirenpen, M.D., Professor and Chairman, Depariment of Psy- 
chiatry, State University of New York, Upstate Medical Center, and Director, 


Syracuse Psychiatric Hospital. 276 pages. 6” x 9',”. $6.50. New! 


9-27-58 


W. B. Saunders Company Wes: Woshington Square, Philo. 5 
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BOOKS FOR YOUR DAILY GUIDANCE 


Ballenger and Ballenger— 
Diseases of the Nose, Throat and Ear 


By HowarpD CHARLES BALLENGER, M.D., F.A.C.S. 


Professor Emeritus, Department of Otolaryngology, 
Northwestern University Medical School, Chicago 


and JOHN JACOB BALLENGER, B.S., M.S., M.D. 


Associate in the Department of Otolaryngology, 
Northwestern University Medical School, Chicago 


Otolaryngology is covered in full detail in this sound work. 
It has long been respected as a leading text and reference 
book because of its detailed presentation of anatomy, func- 
tions and treatment, both medical and surgical, of diseases 
of the nose, throat and ear. “We like it.’—J/. Michigan 
State Medical Society. 


10th Edition. 968 Pages. 550 Illustrations 


and 11 Plates in Color. $17.50 


Watkins—Man. of Electrotherapy 
By ArTHUR L. WarkINs, M.D. 


Assistant Clinical Professor of Medicine, Harvard Medical 
School ; Chief of Physical Medicine, Massachusetts 
General Hospital, Boston 


This new book tells how, when and where to use electro- 
therapy in the diagnosis and treatment of disease and injury. 
Medical uses and technics of application are explained fully. 
Based on the works of the late Richard Kovacs. 


New. 259 Pages. 167 Illus. and 1 Plate in Color. 
34 Tables. $5.00 


Hollander—Comroe’s Arthritis 
Edited by JosepH L. HOLLANDER, A.B., M.D., F.A.C.P. 


Associate Professor of Medicine and Chief of Division 
of Rheumatology, Graduate School of Medicine, 
University of Pennsylvania 


The entire field of rheumatic diseases is covered in this 
book. Eighteen leading rheumatologists give sound guid- 
ance on diagnosis and treatment. Boxed summaries clearly 
highlight important information. “Outstanding. Should be 
available to every physician.” —Northwest Medicine. 


5th Edition. 1103 Pages. 399 Illustrations. $16.00 


WASHINGTON SQUARE, PHILADELPHIA 6, PA. 
Canadian Agent: The Macmillan Co. of Canada, Ltd., 70 Bond St., Toronto 


LEA & FEBIGER 


Please enter my order and send the books indicated below: 

( Check enclosed © Bill me at 30 days. 
© Ballenger & Ballenger—Diseases of the Nose, Throat and Ear... .$17.50 
Watkins—A Manual of 5.00 
Mollander—Comroe’s 16.00 


J.A.M.A, 9-27-58 
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MacNeal, Alpers, O’ Brien—Manage- 
ment of the Patient With Headache 


By Perry S. MACNEAL, M.D., F.A.C.P. 
BERNARD J. ALPERS, M.D., ScD. (Med.), F.A.C.P. 
and WILLIAM R. O'BRIEN, M.D., F.A.P.A. 

Jefferson Medical College and Pennsylvania 
Hospital, Philadelphia, Pa. 

In this book the authors provide a basic, clinical under- 
standing of headache and discuss causes, differential diag- 
nosis and treatment of migraine, allergic, histamine, tension, 
premenstrual, menopausal, hypertensive, and the several 
other 7 of headache. Medical, psychological and neuro- 
logical factors are considered fully. Emphasis is on treatment 
of the patient as well as of the headache itself. “All phy- 
sicians who deal with headache should read this book.’’-— 

Northwest Medicine. 


145 Pages, 54” x 734”. $3.50 


Ritvo—Bone and Joint 
X-Ray Diagnosis 
By Max Ritvo, M.D. 
Assistant Clinical Professor of Radiology, 
Harvard Medical School, Boston 
Dr. Ritvo discusses and illustrates the roentgen manifesta- 
tions of anomalies and diseases of the bones, joints and soft 
tissues. Methods of diagnosis are described clearly. Trau- 
matic lesions; glandular, nutritional and metabolic disturb- 
ances ; spinal cord diseases; etc., are covered fully. ‘‘Encyclo- 
pedic in scope and easy to read.""—Southern Med. Jl. 
752 Pages, 7” x 10”. 568 Illustrations on 398 Figs. $20.00 


Bonica—The Management of Pain 
By JOHN J. Bonica, M.D. 


Director, Department of Anesthesia, Tacoma General and Pierce 
County Hospitals, Tacoma, Washington 


How to cope with pain, how to prevent and stop it is the 
subject of this highly important and well-illustrated work. 
Emphasis is on the use of analgesic block in diagnosis, prog- 
nosis and treatment. All important pain syndromes are in- 
cluded. “An unusually fine book.’ —S.G.G0O. 


1533 Pages, 7” x 10”. 785 Illustrations on 444 Figures 
and 52 Tables. $20.00 


We pay postage if remittance in full accompanies your order 


(.] Charge under your partial payment plan. 


MacNeal, Alpers & $ 3.50 
Ritvo—Bone & Joint X-Ray 20.00 
Bonica—The Management of 20.00 
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Emphasizes the fundamentals . . . 


Davidson: PRINCIPLES AND 
PRACTICE OF MEDICINE 


New 4th edition 


Four editions and three large reprints in the short space of six years give testimony 
of the popularity of this textbook. Essentially practical, its advice on treatment is 
always lucid and detailed. Discussion is by system, with additional information on 
infectious diseases, chemotherapy, electrolyte balance, helminthic infestations, and 
nutritional disorders. Prevention is stressed and integrated into each discussion. The 
information on therapy is up to date and stresses the fundamentals rather than the 
ever-changing concepts. 


By Sir STANLEY Davipson, M.D., F.R.C.P., Physician to H. M. the Queen in 
Scotland, Professor of Medicine and Clinical Medicine, University of Edinburgh. 
Physician-in-Charge, Royal Infirmary, Edinburgh; and THE STAFF OF THE 
DEPARTMENT OF MEDICINE, UNIVERSITY OF EDINBURGH AND 
ASSOCIATED CLINICAL UNITS. 1080 pp., 109 figs. (1958) © $8.00 


New edition of a classic... 


Adams: 
PHYSICAL DIAGNOSIS 


14th edition (Formerly Cabot's Physical Diagnosis ) 


To show how the patient should be examined, to describe the normal findings, to 
explain and interpret the important signs and symptoms created by injury and dis- 
ease—these are still the aims of the new edition of this famous text. Although the 
correlation and writing are the work of one man, the book reflects the experience 
of many experts, particularly the staff of the Massachusetts General Hospital. 
Entities are discussed, stressing the usual rather than the rare. Indeed, the book is 
virtually a textbook of medicine, with the emphasis on diagnosis. Lavishly illus- 
trated. 


By F. DENNETTE ApAMs, M.D., Physician, Board of Consultation, Massachusetts 
General Hospital ; Consultant to the Surgeon General, U. §. Army; Consultant to 
Boston and Bedford, Mass. Veterans Administration Hospitals. 

940 pp., 428 figs. (1958) © $12.00 


SHOP BY MAIL 


of Medica ond Scientific Books and Periodicals 


THE WILLIAMS AND WILKINS COMPANY 
Baltimore 2, Md. 


Please send the following on approval: 


“WILLIAMS Name (Please print 
() Payment enclosed. © Bill me. 


COMPANY 


Shopping by mail is an easy, time-saving way to 
select books for your personal library. 
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urgery 


SURGERY: Principles and Practice—Allen, Harkins, Moyer & 
Rhoads—$16.00 


ULCERATIVE COLITIS—Bacon—$15.00 
SKIN GRAFTING, 3rd Edition—Brown & McDowell—$15.00 
SURGERY OF THE HAND, 3rd Edition—Bunnell—$22.50 


CLINICAL ORTHOPAEDICS SERIES—Single Volumes: $7.50— 
Yearly Subscription: $12.00 (2 Vols.) 


DISEASES OF THE KNEE—DePalma—$22.50 
SURGERY OF THE SHOULDER—DePalma—$20.00 


SURGERY OF THE AMBULATORY PATIENT, 3rd Edition— 
Ferguson—$12.00 


ANESTHESIA FOR OBSTETRICS—Hingson & Hellman—$12.50 


. CARDIOVASCULAR COLLAPSE IN THE OPERATING ROOM— 


Natof & Sadove—$6.00 


. ILLUSTRATED PREOPERATIVE AND POSTOPERATIVE CARE 


—Thorek—$5.00 


- MODERN SURGICAL TECHNIC, 2nd Edition (4 Vols. and Index) 


—Max Thorek—$89.00 


. ANATOMY IN SURGERY—Philip Thorek—$22.50 
. SURGICAL DIAGNOSIS—Philip Thorek—$12.00 


The ciences in 


Medicine 


33. TEXTBOOK OF THE NERVOUS SYSTEM, 2nd Edition—Elliott 


—$10.00 


edicine 


. ELECTROCARDIOGRAPHY—Bernreiter—$5.00 
. RHEUMATIC DISEASES, RHEUMATISM AND ARTHRITIS— 


Brugsch—$10.00 


. THE DIGESTIVE TRACT IN ROENTGENOLOGY, 2nd Edition 


(2 Vols.) —Buckstein—$30.00 


COLOR ATLAS OF PATHOLOGY, Vol. ||—$20.00 
. HUMAN OVULATION AND FERTILITY—Farris—$6.50 
. HANDBOOK OF DIFFERENTIAL DIAGNOSIS, 2nd Edition— 


Hyman—$8.00 


. HANDBOOK OF TREATMENT—Hyman—$8.00 

. HISTOPATHOLOGY OF THE SKIN, 2nd Edition—Lever—$12.00 
. PULMONARY CARCINOMA—Mayer & Maier—$15.00 

. SIGNS AND SYMPTOMS, 3rd Edition—MacBryde—$12.00 

. SEXUAL HYGIENE AND PATHOLOGY—Oliven—$10.00 

. PEDIATRICS—Paterson & McCreary—$14.00 

. PRACTICAL GYNECOLOGY, 2nd Edition—Reich & Nechtow— 


$12.50 


. Rypins’ MEDICAL LICENSURE EXAMINATIONS, 8th Edition 


—Bierring—$10.00 


. DISEASES OF THE LIVER—Schiff—$18.00 
. FLUID AND ELECTROLYTES IN PRACTICE, 2nd Edition— 


Statland—$6.00 


. ESSENTIALS OF DERMATOLOGY, Sth Edition—Tobios—$8.00 
. DISEASES OF THE HEART AND CIRCULATION, 2nd Edition— 


Wood—$16.00 


phthal- 
mology 


34. HISTOLOGY, 3rd Edition—Ham—$11.00 


35. PRINCIPLES OF RESEARCH IN BIOLOGY AND MEDICINE— 
Ingle—$4.75 


36. THE BLOOD SUPPLY AND ANATOMY OF THE UPPER AB- 
DOMINAL ORGANS—Michels—$24.00 


37. AN ATLAS OF FETAL AND NEONATAL HISTOLOGY—Valdes- 
Dapena—$11.00 PERIMETRY—Zuckerman—$10.00 


. SURGERY OF CATARACT—Kirby—$30.00 
. ADVANCED SURGERY OF CATARACT—Kirby—$27.00 


. DEVELOPMENTAL ABNORMALITIES OF THE EYE, 2nd Edi- 
tion—Mann—$15.00 
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J. B. LIPPINCOTT COMPANY East Washington Square, Philadelphia 5, Pa. 
as In Canada: 4865 Western Avenue, Montreal 6, P.Q. 


Please enter my order and send me the books the numbers of which are circled below: 
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UNIQUE 


in the treatment 
of severe 
hypertension 


BECAUSE 


it increases 
renal blood flow 


Inherent as a basic prob- 
lem of severe hyperten- 
sion is renal ischemia, 
Even though they re- 
duce blood pressure to 
varying degrees, antihypertensive 
agents may often diminish renal 
blood flow. 


Apresoline not only lowers blood 
pressure but increases renal blood 
flow and cardiac output, producing a 
“most striking improvement in car- 
diovascular and renal function . . .”"* 


*Judson, W. E., Hollander, W., and Wilkins, 
R. W.: Circulation 13:664 (May) 1956. 


SUPPLIED: 
Ampuls, 1 ml., 20 mg. per ml. 
Tablets, 10 mg. (yellow, 


double-scored), 25 mg. (blue, = ® 
coated), 50 mg. (pink, coated); 
bottles of 100, 500 and 1000. 
Tablets, 100 mg. (orange, coated); 
bottles of 100 and 1000. 
hydrochloride 


SUMMIT, N.d. 


Practical WMosty Gookes 
to the General Practitioner Solue Some 
of the Problems Ae Most frequently Encounters 


Just Published! PEDIATRIC INDEX 


Encompassing almost any situation a doctor may be confronted with, PEDIATRIC INDEX, 


Patton by Dr. Edwin Patton, is a practical, alphabetically arranged guide to current thought in diag- 
nosis and management of almost any problem involving the child. A compilation of some of 

A Guide to the best available published and practiced material in the field gathered from authoritative 
. sources throughout the world, Dr. Patton’s book provides you with the currently preferred 

Sym ptomatological treatment for any problem involving the child—medical, surgical orthopedic, allergic, eye, 
nose, throat, tins mental, psychological and even social; be it congenital, develop- 


Diagnosis and mental or acquired. This easy-to-use book directs you from an alphabetically-arranged 321 
Current Management page section of complaints to a presumptive diagnosis. Later sections provide you with a 
means of clinching a definitive diagnosis and tell you what therapeutic treatment is con- 
sidered best. 

By EDWIN F. PATTON, M.D., Former Associate Medical Director of the American Child 
Health Association in New York; and Former Assistant Professor of Pediatrics in the College 
of Medical Evangelists, Los Angeles. Just Published. 639 pages, 676” x 10”. Price, $13.50. 


Just Published! OBSTETRICS AND GYNECOLOGY 


Providing the general practitioner with a useful core of essential information he needs to 
Willson— practice good obstetrics and gynecology, and emphasizing methods and treatments he can 


8 cham— utilize in his own office and in the hospital, OBSTETRICS AND GYNECOLOGY describes 
ee m 

Forman currently used methods of management of normal pregnancy and delivery as well as the 

= etiology, diagnosis and management of aon eg a It contains sound and useful informa- 

Carrington tion concerning changes in maternal physiology during pregnancy and the growth and de- 

y velopment of the child. The authors discuss functions, dysfunctions and disorders of the 
Essential Information pelvic organs in non-pregnant women and provide you with essential information on the 
to Help You Practice diagnosis and management of gynecologic disorders. 

Good Obstetrics and By J. ROBERT WILLSON, M.D., Professor and Head of the Department of Obstetrics and 

Gynecology; CLAYTON T. BEECHAM, M.D., Clinical Professor of Obstetrics and Gyne- 

Gynecology cology; ISADOR FORMAN, M.D., Clinical Professor of Obstetrics and Gynecology; and 


ELSIE REID CARRINGTON, M.D., Assistant Professor of Obstetrics and Gynecology, all 
at Temple University School of Medicine and Temple University Medical Center. Just Pub- 
lished. 605 pages, 63” x 93”, 267 illustrations. Price, $10.75. 


Kenney- ORTHOPEDICS FOR THE GENERAL PRACTITIONER 


Larson Written for the general practitioner seeking advice on the more common orthopedic prob- 

lems with which he comes in contact, ORTHOPEDICS FOR THE GENERAL PRACTI- 
Sim pli Di - TIONER is a practical reference that can save you valuable time and | you give your 
Simplifies Diagnosis patients better orthopedic care. This worthwhile book simplifies diagnosis by correlating it 
by Correlating it with with the practical complaint of the patient. Arranged by regions of the body (ankle, hip, 
he C lai h knee, etc.), and by the type of complaint referable to that gun of the body, this instructive 
the Complaint of the reference shows beside each complaint the common, likely diagnosis and the pages on which 


Patient these conditions are described, together with the means of differential diagnosis and the 
standard treatment. Thus, the physician who is faced with a complaint with which he is not 
readily acquainted can find in a few minutes the most likely diagnosis and be in a better 
position to prescribe a total program of treatment. 


By WILLIAM E. KENNEY, M.D., Orthopedic Surgeon, Truesdale Hospital; Medical Di- 
rector, Cerebral Palsy Training Center, Fall River, Mass.; Formerly Instructor of Orthopedic 
Surgery, Yale University School of Medicine, New Haven, Conn.; and CARROLL B. LAR- 
SON, M.D., F.A.C.S., Professor of Orthopedic Surgery and Chairman of Department of 
Orthopedic Surgery, State University of lowa, Iowa City, Iowa. 1957, 413 pages, 63” x 93”, 
180 illustrations. Price, $11.50. 


2nd Edition HEADACHE-—Diagnosis and Treatment 


One of the few detailed works on the subject, the 2nd edition of HEADACHE discusses all 
Ryan of the various types of headache and their modern day treatment. Valuable to every member 

of the medical profession, this comprehensive work covers etiology, symptomatology, diag- 
Comprehensive Aid nosis and treatment of the individual types of headache. In the 2nd edition, Dr. Ryan lists 
ae 5 many new preparations for headache treatment, discusses histamine administration, use of 
to Diagnosing the Most tranquilizer drugs, Temporomandibular om Syndrome, and Facial Neuralgia. The author 
Common Complaint emphasizes the importance of history-taking and proper examination of headache patients 

; : including the radiologic and laboratory procedures. 

of the Medical Patient 


By ROBERT E. RYAN, B.S., M.D., M.S. (in Otolaryngology), F.A.C.S., Department of Oto- 
jaryngeloey, St. Louis University School of Medicine. 1957, 2nd edition, 421 pages, 54” x 
83”. Price, $6.75. 


At Your Favorite Bookstore or Order on 10 Day Approval from 


The C. V. MOSBY Company 


3207 Washington Boulevard, St. Louis 3, Missouri 
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Many physicians 

in Vienna 

think of Serpasil first 
for high blood pressure 


Why? Because in Vienna, Austria, as in most 
other places,* physicians know how versa- 
tile Serpasil is, how valuable it can be in 
almost every case of hypertension. 


Serpasil may be prescribed in any of three 
basic clinical situations: Jn mild hyperten- 
sion, Serpasil used alone lowers blood pres- 
sure safely and gradually, while calming the 
patient at the same time. /n more severe cases, 
Serpasil is valuable as a priming agent to en- 
hance the patient’s response to more potent 
drugs. Jn almost every case, Serpasil used ad- 
junctively lowers dosage requirements of 
other antihypertensive agents and thus keeps 
side effects to a minimum. 


When your clinical problem is high blood 
pressure, think of Serpasil first. You can use it 
to advantage in many hypertensive patients. 


SERPASIL® (reserpine CIBA) 
8/2582m8 I B A SUMMIT, J. 


*An objective survey of 1245 physicians in the 
U.S. and in 49 other countries brought out this 
fact: Serpasil controlled or helped to control high 
blood pressure in 73.8% of all patients treated. 
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SAFE 
MAN 
of your cardiac patients 


(White’s brand of amorphous gitalin) 


RELATIVELY SAFE BECAUSE THE THERAPEUTIC DOSE IS ONLY ¥4 THE TOXIC DOSE.* 
EASY BECAUSE WIDE THERAPEUTIC RANGE FACILITATES DOSAGE INCREMENTS WHERE NECESSARY.* 


Patients who are being maintained on another cardiotonic agent may be 
transferred to GITALIGIN by substituting the equivalent daily maintenance 
dose of GITALIGIN listed below. 


SIMPLE DOSAGE EQUIVALENTS 


*Complete bibliography available on request. 


Digitalis Preparations 


Average Daily 
Maintenance Doses 


GITALIGIN DOSAGE 
Equivalent (Approx.) 


Digitalis Leaf 
Digitoxin 
Digoxin 


0.1 Gm. 
0.1 Mg. 
0.5 Mg. 


0.5 Mg. 
0.5 Mg. 
0.5 Mg. 


SUPPLIED— 


Gitaligin TABLETS 0.5 mg., bottles of 30 and 100. 


Gitaligin DROPS with special calibrated dropper, bottles of 30 cc. 
Gitaligin INJECTION 2.5 mg. per 5 cc. sterile I.V. solution, boxes of 


3 and 12 ampuls. 


WHITE LABORATORIES, 


INC. KENILWORTH, 


N. J. 
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Medrol 


hits the disease, but spares the patient 


Upjohn 


The Upjohn Company 
*Trademark for methylprednisolone, Upjohn Kalamazoo, Michigan 
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Cardiovascular Disorders 


As an adjunct to appropriate specific treat- 
ment, EQUANIL gives rapid, essential control 
of the psychic tensions that intensify and 
complicate cardiac and cardiovascular symp- 
toms. “On control of the emotional complica- 
tions [with EQUANIL in 41 varied patients], 
treatment in every case was less intensive 
and prolonged than ordinarily would have 
been expected.’ 


1. Friedlander, H.S.: Am. J. Cardiol. 1:395 (March) 1958. 


@ 
Philedeiphia 1, Pa. 


Meprobamate 


Relieves tension—mental and muscular 
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advance in 
treatment 


Affords keratin-dispersing action': Kerato- 
lytic, removes nonviable tissue, promotes 
healing. 


Successful wesults ranging to complete 
clearing obtai"@d2- in patients with: « scalp- 
to-toe psoriasis » psoriasis of many years’ 
duration = psoriasis involving tender areas. 


Treatment-fastness rarely occurs: Recurren- 
ces (when treatment is discontinued) clear 
up again on resumption of therapy. 


Well tolerated: Even when applied to lesions 
in anogenital and submammary regions.? Po- 
tential hazards of other therapies - mercury, 
arsenic, corticosteroids, x-rays-are avoided. 
A noteworthy advance cosmetically: Non- 
greasy, nonstaining; vanishes on application 
to the skin. May be used freely on the scalp. 
Application: Rub into lesions 2 to 4 times 
daily as indicated. Where heavy scaling or 
crusting occurs, the usual bath, to soften and 


LOTION 


facilitate removal of scale, is recommended 
before applying lotion. 


Residual redness and pigmentation may re- 
main up to several months but will eventually 
disappear. Once the condition is under control, 
daily to weekly application may prove satis- 
factory for maintenance. 


In some cases, a seeming excessive scaling 
and drying may occur during therapy. This 
is an occasional phase of the healing process 
and usually precedes improvement. Patients 
should be advised of this and encouraged to 
continue therapy. 


Formula: Allantoin 2% and special coal tar 
extract 5% in a lotion base. 


Supplied: Bottles of 8 fl. oz. 


(1) Flesch, P.: Reported Conf. N. Y. Academy Science May 9, 1958 
(In Press). (2) Bleiberg, J., and Saltzman, J. A.: Clin. Med. 
5 :485 (Apr.) 1958. (3) Bleiberg, J.: Reported Conf. N. Y. Academy 
Science May 9, 1958 (In Press). (4) Clyman, S. G.: Reported Conf. 
N. Y¥. Academy Science May 9, 1958 (In Press). *Trademark 


gas REED & CARNRICK - Jersey City 6, New Jersey 
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THE ANATOMY 


PACINI’S CORPUSCLES 


MEISSNER’S TACTILE CORPUSCLES 
RUFFINI’S SPINDLES 


Within the remarkably attuned somesthetic system, an elaborate 
network of nerves makes up the structure of touch: the spindles of 
Ruffini perceive heat; Pacinian corpuscles discern pressure; Meissner’s touch cor- 
puscles transmit sensations. This sensitive system enables the sculptor’s hands to 
shape his eye’s image. 

Nowhere is sensitivity more important or appreciated than in the choice of a 
prophylactic —“built-in” sensitivity characterizes RAMSES® tissue-thin prophy- 
lactics. RAMSES are preferred by many men because they are naturally smooth, 
demonstrably thin, transparent . . . designed fully to retain natural sensitivity. Yet 
they are amazingly strong. 

In the presence of trichomoniasis, many physicians now routinely specify prophy- 
lactics to prevent husband-wife re-infection. “. . . Trichomonas vaginalis in the 
male is the principal factor of re-infection in the female. . . .”* Husbands will co- 
operate more readily in the treatment plan for wives if you specify RAMSES, the 
prophylactic with “built-in” sensitivity. 

1. Feo, L. G., et al.: J. Urol. 75:711 (April) 1956. 


RAMSES* 


75° anniversary ‘ 
1883-1958 prophylactics 
service to the medical and drug professions RAMSES ee 
JULIUS SCHMID, INC. registered trade-mark of ; 
423 West 55th Street, New York 19, N.Y. Julius Schmid, Inc. 
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one of the 
most versatile drugs 
known for 
situational stress , 


In Obstetrical or Pre- and Postoperative Sedation: Psychic-sedative action 
to allay fears and induce light sleep. Antiemetic action to prevent and control nausea 
and vomiting. Potentiating action to reduce dosage of analgesics, narcotics, and sedatives. 


In Allergic Reactions: Potent, prolonged antihistaminic action to control all 
conditions responding to antihistamines. 


in Nausea and Vomiting: Antiemetic action for prophylaxis and therapy in 
nausea and vomiting associated with surgery, pregnancy, motion sickness, or of 
reflex origin. 


PHENERGAN 


EQUANIL® ® 
HYDROCHLORIDE Phitedetphie 1, Pa. 


PHENERGAN HCi Promethazine Hydrochioride, Wyeth 


Promethazine HC! 
INJECTION - TABLETS - SYRUP + SUPPOSITORIES 


Comprehensive literature supplied on request 
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A Wyeth normotropic drug for 
nearly every patient under stress a 


EMOTIONAL 


Miltown is relatively 
nontoxic and “therefore 
well suited for prolonged 
The emotional relaxation usually achieved treatment in chronic 
by Miltown helps the patient “live with his disorders with emotional 
disease,” particularly during adjustment complications.””* 
and crisis periods. 
Useful in: w arthritis a rheumatism a cardio- 
vascular disease # neoplasms # acute alcohol- 
ism @ asthma a cerebrovascular accidents 


a relieves anxiety, 
irritability and fear 

a helps patient’s adjustment 
to disease 


*F riedlander, H. S.: 


The role & 
of atarazics in cardiology. 
Am. J. Card.1 :395, 
March 1958. 


is the original meprobamate, 
discovered and introduced by 


cm-7196 i) “WALLACE LABORATORIES, New Brunswick, N. J. 
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the first names 
in hematology 
Call 

ferrous iron 


the last word in 
IRON THERAPY 


Castle, Dameshek, Minot, Moore, Stevenson, Strauss, Wintrobe ... these are only a few of the 
many well-known hematologists who have recognized ferrous iron as the preferred form of iron. 


‘Feosol’ is, of course, a superior presentation of ferrous iron: exsiccated ferrous sulfate. 
‘Feosol’, and ‘Feosol’ alone, is all that’s required to correct simple iron-deficiency anemias. 


Just three or four ‘Feosol’ tablets daily should produce a rise in hemoglobin which often averages 
more than 1% per day—and a satisfactory reticulocyte response in one week. 


FEOSO & Elixir 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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new pediatric dosage 


prescribe exact doses for your 
younger asthmatics 


A single 4 strength AMINET controls day or night 
wheezing in younger asthmatics. Exact dosage of 
quarter-strength formulation avoids possible 
aminophylline overdosage. 

The unique, nonreactive base of AMINET Supposi- 
tories never inactivates aminophylline, always melts 
promptly at body temperature, invariably releases 
a full antiasthmatic dose. And, AMINET provides 
full protection without the gastric upsets of oral 
aminophylline or the restlessness that may be 
caused by adrenergics. 


57158 


Dosage: Y% Strength AMINET Sup- 
positories—children weighing over 
40 Ibs. (18 kg.), one suppository 
rectally, 1 to 3 times daily. Each 
Y% Strength AMINET Suppository 
contains aminophylline 0.125 Gm. 
(1% gr.), pentobarbital sodium 
0.025 Gm. (% gr.), benzocaine 
0.015 Gm. (% gr.). 

Half Strength AMINET Supposito- 
ries—for children weighing over 
80 Ibs. (36 kg.). 


Full Strength AMINET Suppositories 
—for adult use— Aminophylline 
0.5 Gm. (7% gr.), pentobarbital 
sodium 0.1 Gm. (1% gr.), benzo- 
caine 0.06 Gm. (1 gr.). 
Available: Boxes of 12. 


AMES COMPANY, INC * ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


Aminet 


AMINOPHYLLINE WITH PENTOBARBITAL 


suppositories 


$251 

ae 


no pain ...no memory Sparing the child from emotional trauma 
in surgery can be advantageous to the 

no nightmare of fear physician as well as the patient. When the 
child has no memory of the operating 
scene, post-surgery complications are les- 


in pediatric anesthesia 


sened and recovery becomes just that 
much more certain. With Pentothal ad- 
ministered rectally, you have a most prac- 
tical, yet notably safe and simple, ap- 


PENTOTHAL proach to pediatric anesthesia. (]AGott 


(Thiopental Sodium, Abbott) 
sodium 


by rectum // 
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Reliability in Action 


The vocabulary of hospital solution users 
has changed. 

You don’t hear much talk about problems 
of pyrogens, sterility, precipitation, or the 
like—any more. Modern factory techniques 
of solution manufacture have relegated such 
subjects to the textbooks. 

But make no mistake. Abbott has found 
no short-cuts. The savings of mass production 
simply enable us to lean over backwards 
in the safeguards we impose on every bottle. 

We can't afford anything that is second 
best. Neither can you. Why not talk over 
your hospital solutions needs with your 


Abbott man... soon. 


Abbott Parenterals 


SOLUTIONS AND FQUIPMENT 
Would you like a print of this 
Tom Allen painting 
painting, 
& “School Guard,” on wide-margin 


paper for framing? W rite 
Professional Services, Abbott, 
North Chicago, Il. 
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7605-98 


the original meprobamate, 
so widely accepted as a 
tranquilizer and muscle 
relaxant, is available both 
as Mev. and as... 


Meprotabs 


400 mg. unmarke gar-coated meprobamate tablets 
unidentifiable by the patient. 


WALLACE LABORATORIES, New Brunswick, N. J. 
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TRADE- MARK 


"NOTHING IS FASTER 
- NOTHING IS MORE EFFECTIVE 


PRE-MICRONIZATION assures particle size for maximum effectiveness 


M e d | h a ] e fr. F Pl’ For quick relief of bronchospasm of any 
origin. More rapid than injected epinephrine 

in acute allergic attacks. 
Epinephrine bitartrate, 7.0 mg. per cc., suspended 


in inert, nontoxic aerosol vehicle. Contains no alco- 
hol. Each measured dose 0.15 mg. free epinephrine. 


Mi d rs h ISO° Unsurpassed for rapid relief of symptoms of 
e I a er 1 asthma and emphysema. 


Isoproterenol sulfate, 2.0 mg. per cc., suspended in 
inert, nontoxic aerosol vehicle. Contains no alcohol. 
Each measured dose 0.06 mg. free isoproterenol. 


MEDIHALER’ 7% Right Now! 


Millions of asthmatic attacks have been aborted promptly, 
effectively, economically with Medihaler-Epi and Medihaler- 
Iso. Automatically measured dosage and true nebulization... 
nothing to pour or measure...One inhalation usually gives 
prompt relief. 
Prescribe Medihaler medication with Oral Adapter as first 
prescription. Refills available without Oral Adapter. 


The Medihaler Principle of automatically measured-dose aerosol medications in spillproof, leakproof, 
shatterproof, vest-pocket size dispensers also available in Medihaler-Phen® 


(phenylephrine, hydrocortisone, phenylprop ine, neomycin) for prompt, 
lasting relief of nasal congestion. 


LOS ANGELES 
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FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Medical Education and Research Interest 
Secretary Flemming . . 

Loans and Grants to Aid Education 

to Be Established Shortly . . 

Pan American Sanitary Bureau Reports on 
Year's Activities . . 


SECRETARY FLEMMING INTERESTED IN 
EDUCATION, RESEARCH EXPANSION 


The new Secretary of Health, Education, and 
Welfare, Arthur Flemming, is giving serious consid- 
eration to the Bayne-Jones report, which calls for 
national spending of one billion dollars a year on 
medical research by 1970. Some of the report's rec- 
ommendations may find expression in HEW’s next 
budget. 

Asked at a news conference what was being done 
about the report, issued in July of this year, the 
Secretary said it was under serious consideration. 
“I want to assure you it will not be put on the shelf 
to gather dust,” he declared. 

The report, which envisages a broad expansion 
of medical education and medical research, now is 
being studied by Secretary Flemming and his staff. 
Later, he said it would be discussed with the Bur- 
eau of the Budget and the White House and agree- 
ment reached on a long-term goal. 

Secretary Flemming, giving every indication that 
the Bayne-Jones study was being well received by 
his department, said the thought was to develop 
“year-by-year” toward whatever goals are set for 
medical research and education. By mid-October, 
he said, the Budget Bureau will be given some indi- 
cation of what impact the report’s recommendations 
will have on the next HEW budget. By Dec. 1 the 
department will have its budget ready. 

The committee was appointed by then Secretary 
Folsom to make a comprehensive study of medical 
education and research. The chairman was Dr. Stan- 
hope Bayne-Jones, former Yale medical dean and 
former head of the joint administrative board of 
New York Hospital—Cornell Medical Center. Mem- 
bers were prominent medical educators and _re- 
search directors in private industry. 

In commenting on the report, Secretary Flem- 
ming emphasized the high calibre of the men who 
made up the committee and said that their recom- 
mendations deserved careful consideration by the 
government. 


The report recommended that United States 
triple its expenditures for medical research and that 
it double its output of physicians in the next 12 
years. It suggested that the U. S. supply about half 
the total research funds, or half a billion dollars by 
1970, with industry and private philanthropy con- 
tributing an equal amount. The U. S. now pays 
about 56% of total medical research costs. The re- 
port also urged that between 14 and 20 new medical 
schools be built, with an immediate start on them, 
to supply researchers as well as to maintain the 
physician-to-population ratio. 

The committee said that in its opinion dangers of 
federal control of medical hehe 4 could be avoid- 
ed through “vigilant and sustained” application of 
per 


FEDERAL EDUCATIONAL LOANS AND 
GRANTS TO START SHORTLY 


Officials of the Department of Health, Education, 
and Welfare and the U. S. Office of Education are 
hurrying preliminary work on the recently-enacted 
program of loans and grants for education with the 
objective of getting a start on the project before 
the end of the year. 

The emphasis is on improved teaching and stu- 
dent selection in the sciences, Mathematics, and for- 
eign languages. While medicine is not singled out 
for special treatment, premedical and medical stu- 
dents generally are eligible for assistance, and the 
strengthening of primary and secondary school sci- 
ence courses a improvement in pupil guidance 
should identify more prospective medical students. 

A question arises in the case of medica] schools 
that are not a part of a larger general education in- 
stitution. According to an Office of Education offi- 
cial, there is some possibility that students in such 
medical schools will not be allowed to share in the 
benefits until the law is amended. 

The Office of Education has the following general 
timetable: 

“Funds will be made available to state educa- 
tion agencies and institutions after they have de- 
veloped plans for the programs and have applied 
for federal funds. It is expected that a few of the 
programs will get under way during the first half of 
the current school year, others during the second 
half, and that all or virtually all will be in full op- 
eration by the opening of school next year. 

“Forty-five state legislatures will be meeting in 
January and thus will be able to enact any necessary 
state legislation and make needed appropriations for 
matching funds. 
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“One of the first steps will be a series of planning 
conferences of state officials, college representatives, 
and others with the U. S. Commissioner of Educa- 
tion and members of his staff. The first such confer- 
ences already have been held with a committee of 
chief state school officers and a committee of high- 
er education associations.” 

There are four phases of the over-all program that 
ultimately will affect medicine. 

College Student Loans.—The law authorizes $47,- 
500,000 for the current fiscal year, but, because the 
program would be slow in starting, Congress has 
appropriated only 6 million dollars; this can be in- 
creased by deficiency appropriations after Congress 
meets in January. 

Institutions themselves will handle the U. S. loan 
money, but they will have to put up at least one 
dollar for every $9 in U. S. funds. ‘Interest at 3% 
will be due after the student has completed his full- 
time course, and he will have up to 11 years to re- 

ay. 
: it is expected that about 11,000 federally-sup- 
ported loans of $600 will be made the first year. 

Strengthening of Instruction in Elementary and 
Secondary Schools.—Grants will be available to 
states to help public institutions (including public 
junior colleges) buy laboratory and other special 
equipment and for remodeling, loans will be avail- 
able to nonprofit private institutions for the same 
purposes, and grants will be offered states to ex- 
pand or improve their supervisory and administra- 
tive services. 

For the three programs, Congress has authorized 
70 million dollars this year, but, as in the case of 
student loans, has appropriated less—19 million. 
Grants for equipment will have to be matched dol- 
lar-for-dollar from the start, but matching will not 
be required the first year for grants to strengthen 
school administration. 

It is estimated that equipment for a typical gen- 
eral science laboratory in a high school wil! cost 
about $6,000. 

One effect of these grants will be to offer more 
and better science courses in primary and second- 
ary schools, with the result that more and better 
students may be expected to become interested in 
medical as well as other science careers. 

National Defense Fellowships.—This phase is de- 
signed to expand graduate education so as to in- 
crease the supply of well-trained college teachers, 
medical school teachers included. The Office of Ed- 
ucation expects that some of these fellowships will 
be processed by February of 1959. A total of 1,000 
fellowships are authorized for the current fiscal 
year and 1,500 each of the next years. 

Improved Guidance and Counseling.—Congress 
has appropriated $5,400,000 (of a 15 million dollar 
authorization) for the first year of this program to 
improve mechanism for the identification and en- 
couragement of able students through testing, guid- 
ance and counseling. 

Institutions of higher education are instructed to 
apply directly to the U. S. Office of Education for 
contracts to set up training institutes, a few of which 
may be in operation by the end of school next 


spring. 


J.A.M.A., Sept. 27, 1958 


No state matching will be required the first year, 
but after that federal funds will have to be matched 
dollar-for-dollar. 

It is estimated that 15 million dollars per year 
channelled in this direction would produce 1,200 ad- 
— full-time guidance and counseling person- 
nel. 

Presumably improved guidance would recognize 
egg: medical students at an earlier age and 

eep them on the proper preparatory course. 


PASB REPORTS ON HEMISPHERE’S 
FIGHT AGAINST DISEASE 


A Pan American Sanitary Bureau report covering 
medical progress in the Americas over the last four 
years concludes that many killing and crippling dis- 
eases are now in retreat on the continent. The re- 
port, released in Washington, also is being distrib- 
uted to the 15th Pan American Sanitary Conference 
meeting in San Juan, Puerto Rico. 

The bureau says the report should prove inval- 
uable to public health in tackling 
their health problems and planning future programs. 
Some of its findings are the following: 

Vital Statistics -Communicable disease is shown 
to be the main cause of death for all ages, but es- 
pecially in childhood. Mortality in early childhood 
(1 to 4 years) varies from 1.1 to 42.7 per thousand 
in different countries in the Americas. A major fac- 
tor in mortality in early childhood is shown to be 
malnutrition. The report, therefore, points to the 
need for national and local health services to de- 
velop stronger maternal and child health programs 
and to place greater emphasis on improvement in 
nutrition. 

Communicable Diseases.—The report emphasizes, 
in addition to eradication programs for smallpox, 
yaws, and malaria, that programs for the prevention 
of diphtheria, whooping cough, leprosy, plague, 
poliomyelitis, syphilis, tuberculosis, typhoid fever, 
and typhus be strengthened. Although much prog- 
ress has been made toward reducing these diseases 
in a number of countries, they are still a major 
health problem in many others. 

Medical and Health Personnel.—Country by coun- 
try data on medical and health personnel is to be 
found for the first time in this report. It shows a 
need, in most cases an acute need, for more trained 
medical and nursing personnel. In one country, 71% 
of all doctors and 82% of all graduate nurses are 
reported to be employed in health services on a 
part-time basis. Such information as this can serve 
as a guide in preparing educational programs and 
in national planning for the number and types of 

ersonnel needed in a given country in an expanded 
health rogram. 

Local Health Services —The report summarizes 
the personnel, the activities and services, and the 
geographical coverage of the local health services 
of each country—information that should be useful 
in extending local health services to the entire popu- 
lation. Today three countries in the hemisphere pro- 
vide such full local coverage. Five others offer local 
coverage for 80% of the population; all other na- 
tional percentages are lower. 
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IN THREATENED 
OR HABITUAL ABORTION... 
MORE FULL TERM PREGNANCIES... 


».. SIMULATES corPUS LUTEUM HORMONES, thereby 
»»» SUPPORTS THE ENDOMETRIUM, hence 
-»» SUSTAINS FETAL LIFE 


Enovid, through its pronounced progesterone-like action and its 
lesser estrogenic action, enhanced by the addition of ethynylestradiol 
3-methyl ether, mimics the action of the corpus luteum hormones. 

In threatened abortion, due to an endocrine failure to support the 
hypertrophied endometrium of pregnancy, the potent progesterone- 
like activity of Enovid is of value. 

In habitual abortion, resulting from inadequate corpus luteum 
activity, Enovid supports the decidual endometrium and therefore 
encourages continuation of the pregnancy. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel, 
a new synthetic steroid, and 0.15 mg. of ethynylestradiol 3-methyl 
ether. 


DOSAGE IN 
HABITUAL ABORTION 


DOSAGE IN 
THREATENED ABORTION 


Two or three tablets daily on appear- 
ance of symptoms. This dosage may be 
reduced to one or two tablets daily 
when symptoms disappear. The reduced 
dosage should be continued to term 
and an increased dose given if symp- 
toms reappear. 


One or two tablets daily as soon as 
pregnancy is diagnosed and continued 
without interruption at least through 
the fifth month. Enovid may be safely 
continued to term if desired. 


ENOV ID Oral Synthetic Endometropin 


(brand of norethynodrel with ethynylestradiol 3-methyl ether) 


SEARLE / Research in the Service of Medicine. 


G. D. SEARLE & co., Chicago 80, Illinois 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice President. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 


AMERICAN 
September 


AMERICAN Fracture Association, Skirvin Hotel, Oklahoma City, Okla., 
Sept. 29-Oct. 4. Dr. H. W. Wellmerling, 610 Griesheim Bidg., Bloom- 
ington, Ill., Secretary. 

State Mepicat Society, Sheraton-Cadillac Hotel, Detroit, 
Sept. 30-Oct. 3. Dr. L. Fernald Foster, 606 Townsend St., P. O. Box 
539, Lansing, Mich., Secretary. 

TENNESSEE VALLEY MEDICAL AssEMBLY, Read House, Chattanooga, Tenn., 
Sept. 29-30. Dr. Harry A. Stone, 109 Medical Arts Bldg., Chattanooga 2, 
Tenn., Secretary. 


October 


ACADEMY oF PsycHosoMATiC MeEpicrtng, Park Sheraton Hotel, New York, 
Oct. 9-11. For information write: Dr. Bertram B. Moss, Suite 1035, 55 
E. Washington St., Chicago 2. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, Palmer 
House, Chicago, Oct. 12-17. Dr. W. L. Benedict, 100 First Avenue Bldg., 
Rochester, Minn., Secretary. 

AMERICAN ACADEMY OF PepraTrics, Palmer House, Chicago, Oct. 20-23. 
Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, Ill., Executive 
Secretary. 

AMERICAN ASSOCIATION OF MepiIcat CLInics, Palace Hotel, San Francisco, 
Oct. 2-4. Dr. John R. Hand, 1216 Southwest Yamhill St., Portland, 
Ore., Secretary. 

AMERICAN ASSOCIATION OF MeEpIcAL Recorp Lipranians, Statler Hotel, 
Boston, Oct. 13-16. Miss Doris Gleason, 510 N. Dearborn St., Chicago 
10, Executive Director. 

AMERICAN ASSOCIATION OF PuBLIC HEALTH Puysicians, St. Louis, Oct. 
27-31. Dr. Joseph M. Bistowish, P. O. Box 1117, Tallahassee, Fla., 
Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Drake Hotel, Chi- 
cago, Oct. 2-4. Dr. William T. Fitts, Jr., 3400 Spruce St., Philadelphia 4, 
Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL AssOcIATION, Otesaga Hotel, 
Cooperstown, N. Y., Oct. 9-11. Dr. Marshall N. Fulton, 124 Waterman 
St., Providence 6, R. I., Secretary. 

AMERICAN COLLEGE OF GASTROENTEROLOGY, Jung Hotel, New Orleans, 
Oct. 19-25. Mr. Danie! Weiss, 33 W. 60th St., New York 23, Executive 
Secretary. 

AMERICAN COLLEGE OF PREVENTIVE MEDICINE, Sheraton-Jefferson Hotel, 
St. Louis, Oct. 29-30. Dr. John J. Wright, P. O. Box 1267, Chapel Hill, 
N. C., Secretary. 

AMERICAN COLLEGE OF SuRGEONS, Conrad Hilton, Chicago, Oct. 6-10. 
Dr. Michael L. Mason, 40 E. Erie St., Chicago, Secretary. 

AMERICAN Dietetic Association, Bellevue-Stratford Hotel, Philadelphia, 
Oct. 21-24. Miss Ruth M. Yakel, 620 N. Michigan Ave., Chicago 11, 
Executive Secretary. 

AMERICAN Hearr Association, Fairmont Hotel, San Francisco, Oct. 24-28. 
Mr. John D. Brundage, 44 E. 23d St., New York 10, Secretary. 

AMERICAN OTORHINOLOGIC SOCIETY FOR PLAsivic SURGERY, Conrad Hilton 
Hotel, Chicago, Oct. 12. Dr. Joseph G. Gilbert, 75 Barberry Lane, Roslyn 
Heights, N. Y., Secretary. 

AMERICAN Pusiic HEALTH AssociaTION, Kiel Auditorium, St. Louis, Oct. 
27-31. Dr. Berwyn F. Mattison, 1790 Broadway, New York 19, Secretary. 

AMERICAN ScHooL HEATH AssociaTIon, St. Louis, Oct. 26-31. Dr. A. O. 
DeWeese, 515 E. Main St., Kent, Ohio, Secretary. 

AMERICAN SocieTY OF ANESTHESIOLOGISTS, Penn-Sheraton Hotel, Pitts- 
burgh, Oct. 19-24. Dr. J. Earl Remlinger, 802 Ashland Ave., Wilmette, 
Ill., Secretary. 

AMERICAN Society OF PLASTIC AND RECONSTRUCTIVE SURGERY, Drake 
Hotel, Chicago, Oct. 12-17. Dr. Kenneth L. Pickrell, Duke Univ. Hosp., 
Durham, N. C., Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Hotel Whit- 
comb, San Francisco, Oct. 24-26. Dr. O. J. Pollak, P. O. Box 228, Dover, 
Del., Secretary. 

ASSOCIATION OF AMERICAN MepicaL Ocean House, Swampscott, 
Mass., Oct. 13-15. Dr. Richard H. Young, 303 E. Chicago Ave., Chi- 
cago, Secretary. 

AssociaTION oF Lire INSURANCE MepicaL DmectTors OF AMERICA, Statler 
Hotel, Hartford, Conn., Oct. 22-24. Dr. Royal S. Schaaf, P. O, Box 594, 
Newark 1, N. J., Secretary. 

AssociATION OF Mepicat Adolphus Hotel, Dallas, Tex., 
Oct. 6-8. Miss Rose M. Reynolds, 42d & Dewey Ave., Omaha 5, Sec- 
retary. 

ASSOCIATION OF STATE & TERRITORIAL HEALTH OrrFicers, Hotel Wash- 

ington, Washington, D. C., Oct. 22-24. Dr. Mack I, Stanholtz, State 

Office Building, Richmond, Va., Secretary. 
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CENTRAL ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, Hotel 
Leamington, Minneapolis, Oct. 2-4. Dr. Edwin J. DeCosta. 104 S. Michi- 
gan Ave., Chicago 3, Secretary. 

CENTRAL NEUROPSYCHIATRIC AssocIATION, Deshler Hilton Hotel, Colum- 
bus, O., Oct. 17-18. Dr. Raiph M. Patterson, Ohio State Univ., College 
of Med., Columbus 10, O., Secretary. 

CENTRAL Society For Researcn, Drake Hotel, Chicago, Oct. 
31-Nov. 1. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, 
Secretary. 

CurnicaL OrtHopaepic Socrety, Brown Palace Hotel, Denver, Oct. 2-4. 
Dr. Charles H. Franz, 1801 Wealthy St. S. E., Grand Rapids, Mich., 
Secretary. 

ConGreEss OF NEUROLOGICAL SURGEONS, St. Francis Hotel, San Francisco, 
Oct. 29-Nov, 1. Dr. Richard L. DeSaussure, 899 Madison Ave., Mem- 
phis, Tenn., Secretary. 

EASTERN PsycHiatTric REsEARCH AssociaTION, INC., Brooklyn State Hosp., 
Brooklyn, N. Y., Oct. 23-24. For information write: Dr. David J. 
Impastato, 40 Fifth Ave., New York. 

Gurr Coast Ciinicat Society, Pensacola, Fla., Oct. 23-24. Dr. J. J. 
Baehr, Jr., 117 N. Palafox St., Pensacola, Fla., Secretary. 

InpDIANA STATE MeEpicat Association, Murat Temple, Indianapolis, Oct. 
13-15. Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4, Execu- 
tive Secretary. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Bellevue-Stratford, 
Philadelphia, Oct. 12-17. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Executive Director. 

Mepicat Socrety or Vincinia, Hotel Jefferson, Richmond, Oct. 12-15. 
Mr. Robert I. Howard, 1105 W. Franklin St., Richmond 20, Executive 
Secretary. 

Mississipp1 VALLEY CONFERENCE ON TUBERCULOSIS, Biltmore Hotel, Day- 
ton, Ohio, Oct. 15-18. Mrs. Augustus K. Maxwell, 1412 W. Washington 
Blvd., Chicago 7, Secretary. 

NaArionaL Procro.ocic Association, Hamilton Hotel, Chicago, Oct., 
Dr. George E. Mueller, 59 E. Madison St., Chicago 2, Secretary. 

Nortu Centrat Mepicat Conrerence, Hotel Leamington, Minneapolis, 
Oct. 11-12. Mr. R. R. Rosell, 496 Lowry Medical Arts Building, 
St. Paul 2, Minn., Secretary. 

Oxvanoma City Society, Biltmore Hotel, Oklahoma City, Okla., 
Oct. 27-29. Mrs. Alma O’Donnell, 503 Medical Arts Bldg., Oklahoma 
City, Okla, Executive Secretary. 

SOUTHWESTERN MeEpDIcAL AssociATION, Pioneer Hotel, Tucson, Ariz., Oct. 
23-25. Dr. Russell L. Deter, 1501 Arizona St., El Paso, Tex., Secretary. 

WEsTERN INDUSTRIAL MEpDICAL AssociaTIon, San Francisco, Oct., Dr. 
A. C. Remington, 9851 Sepulveda Blvd., Los Angeles 45, Secretary. 

WESTERN OrnTHOPEDIC AssociATION, Multnomah Hotel, Portland, Ore., 
Oct. 22-25. Dr. Eldon G. Chuinard, 1922 N. W. Johnson, Portland 9, 
Ore., Secretary. 

November 

AMERICAN AssOcIATION OF BLoop Banks, Netherlands Plaza Hotel, Cin- 
cinnati, Nov. 20-22. Dr. John B. Alsever, 1211 W. Washington, Phoenix, 
Ariz., Secretary. 

AMERICAN COLLEGE OF CARDIOLOGY, INTERIM MEETING, Jung Hotel, New 
Orleans, La., Nov. 20-22. Dr. Philip Reichert, Empire State Bldg., New 
York 1, Secretary. 

AMERICAN DENTAL ASSOCIATION, Memorial Auditorium, Dallas, Tex., Nov. 
10-13. Dr. Harold Hillenbrand, 222 E. Superior St., Chicago 11, General 
Secretary. 

AMERICAN Society oF Parno.ocists, Congress Hotel, Chicago, 
Nov. 2-8. Dr. Clyde G. Culbertson, Indiawa Univ. Med Center, West 
Michigan St., Indianapolis, Secretary. 

AMERICAN Society OF Tropica MEDICINE AND Hyarene, Hotel Deau- 
ville, Miami Beach, Fla., Nov. 4-7. Dr. R. B. Hill, 3575 St. Gaudeas Rd., 
Miami 33, Fla. 

ASSOCIATION OF MILITARY SURGEONS OF THE U, S., Hotel Statler, Wash- 
ington, D. C., Nov. 17-19. Col. Robert E. Bitner, i726 Eye St., N. W., 
Washington 6, D. C., Secretary. 

CoLLeGe or AMERICAN Parno.ocists, Congress Hotel, Chicago, Nov. 1-5. 
Dr. A. H. Dearing, Prudential Plaza, Suite 2115, Chicago 1, Executive 
Secretary. 

District or CotumsBia, MEpIcAL Socrety OF THE, 1718 M St., N. W., 
Washington, Nov. 24-26. Mr. Theodore Wiprud, 1718 M St., N. W., 
Washington 6, Secretary. 

GERONTOLOGICAL Society, Bellevue-Stratford Hotel, Philadelphia, Nov. 
6-8. Dr. Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, Mid-Atlantic Sectional Meeting, 
The Homestead, Hot Springs, Va., Nov. 16-18. Dr. E. G. Gill, 711 
S. Jefferson St., Roanoke, Va., Chairman. 

InteR-Socitery CytroLtocy Councix, Hotel Statler, New York, Nov. 13-15. 
Dr. Paul F. Fletcher, 634 N. Grand Blvd., St. Louis 3, Secretary. 

INTERSTATE Post GRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
Cleveland, Nov. 10-13. Dr. Erwin R. Schmidt, Box 1109, Madison 1, 
Wis., Secretary. 

MICHIGAN ACADEMY OF GENERAL Practice, Sheraton-Cadillac Hotel, 
Detroit, Nov. 12-13. Dr. F. P. Rhoades, 970 Maccabees Bldg., Detroit 2, 
Convention Manager. 

NATIONAL SocreTy FOR CrippLED CHILDREN & ApuLts, Statler Hilton 
Hotel, Dallas, Tex., Nov. 16-20. Miss Cartharine Bauer, 11 S. LaSalle St., 
Chicago 3, Director of Information. 

New ENGLAND PostGRADUATE ASSEMBLY, Statler Hotel, Boston, Nov. 4-6. 
Mr. Robert S. Boyd, Massachusetts Medical Society, 22 The Fenway, 
Boston 15, Executive Secretary, 


(Continued on page 26) 
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Omana Mipwestr Society, Sheraton-Fontenelle Hotel, Omaha, 
Nov. 3-6. Dr. Payson Adams, 1031 Medical Arts Bldg., Omaha 2, 
Secretary. 

Puerto Rico Mepicat AssociaTiIon, Santurce, P. R., Nov. 18-22. Mr. J. A. 
Sanchez, Box 9111, Santurce 29, P. R., Executive Secretary. 

Socrety or Nortn America, Palmer House, Chicago, 
Nov. 16-21. Dr. Donald S. Childs, 713 E. Genesee St., Syracuse 2, 
N. Y., Secretary. 

SouTHERN MeEpIcaL AssociaTION, New Orleans, Nov. 3-6. Mr. V. O. 

d Foster, 1020 Empire Bldg., Birmingham 3, Ala., Executive Secretary. 
egreases Unrrep STATEs SECTION, INTERNATIONAL COLLEGE OF SURGEONS, MiD- 


ATLANTIC REGIONAL MEETING, The Homestead, Hot Springs, Va., Nov. 


17-18. For information address: Dr. Elbryne G. Gill, 711 Jefferson St., S., 


the skin and helps 
WEsTERN SurnGcicaL AssocraTion, Kahler Hotel, Rochester, Minn., Nov. 
remove blackheads 20-22. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 


Secretary, 
December 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 
Chicago, Dec. 6-11. Dr. R. R. Kierland, Mayo Clinic, Rochester, Minn., 


Fostex contains a Secretary. 

AMERICAN MEDICAL AssociaTiIon, CLINICAL MEETING, Hotel Leamington, 
combination of sur- Minneapolis, Dec. 2-5. Dr. George F. Lull, 535 N. Dearborn St., Chi- 
face active agents 50, 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Diseases, Hotel 
(Sebulytic ) which: Roosevelt, New York, Dec. 12-13. Dr. Rollo J. Masselink, 700 W. 168th 
Completely emulsify ex- St., New York 32, Secretary. 

il th t it * Mip-West Forum on ALLERGY, Sheraton-Cadillac Hotel, Detroit, Dec. 6-7. 
cess Oll SO at it 1S Dr. John M. Sheldon, University Hospital, Ann Arbor, Mich., General 


quickly washed off the Chairman, 
skin SouTHERN SuRGICAL Assoc1aTION, Boca Raton Club & Hotel, Boca Raton, 
. Fla., Dec. 9-11. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 


Md., Secretary. 


AMERICAN 
1959 


January 


Penetrate and soften AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 

comedones, unblocking Jan, 24-29. Dr. Clinton L. Cumpere, 720 N. Michigan Ave., Chicago 11, 
ege Secretary. 

the pores and facilitat- AMERICAN PROTESTANT Hosprtat AssociaTIONn, Jefferson Hotel, St. Louis, 

ing removal of sebum Jan. 27-30. Mr. Olin E. Oeschger, 740 Rush St., Chicago 11, General 
1 Secretary. 

Pp ugs. INTERNATIONAL COLLEGE OF SURGEONS, SOUTHEASTERN REGIONAL MEET- 


1nG, Miami Beach, Fla., Jan. 4-7. Dr. Harold O. Hallstrand, 7210 Red 
Road, South Miami, Fla., Chairman. 

INTERNATIONAL MepicaL AssEMBLY OF SoutHwest Texas, Gunther 
Hotel, San Antonio, Tex., Jan. 26-28. Mr. S. E. Cockrell Jr., 202 
W. French Pl, San Antonio, Tex., Executive Secretary. 

Rocky Mountain Traumatic Surcicat Association, Aspen, Colo., Jan. 
28-31. Dr. Charles B. Bartell, 1600 Orange Ave., Long Beach 13, Calif., 
Secretary. 

WeEsTERN Socrety ror Researcn, Carmel-by-the-Sea, Calif., 
Jan. 29-31. Dr. William N. Valentine, University of California Medical 
Center, Los Angeles 24, Secretary. 

February 

AMERICAN ACADEMY OF ALLERGY, Morrison Hotel, Chicago, Feb. 9-11. 
Dr. Bram Rose, Royal Victoria Hosp., Montreal, Quebec, Secretary. 

AMERICAN ACADEMY OF OcCUPATIONAL MepicrneE, Boston, Feb. 11-13. 
Dr. L. Blaney, 1608 Walnut St., Philadelphia 3, Secretary. 

AMERICAN COLLEGE OF RaprioLocy, Drake Hotel, Chicago, Feb. 6-7. Mr. 

ized sulfur and salicylic William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive Director. 

Association, Sheraton-Palace Hotel, San Francisco, 
acid. Feb. 22-25. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 
*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- March 
fonate, sodium dioctyl sulfosuccinate. ) 


Fostex dries and 


peels the skin 

The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 


ALasKA TERRITORIAL MepicAt AssociaTION, Baranof Hotel, Juneau, 
Mar. Dr. Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 


HY ° AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, The Homestead, 
Fostex is easy for your ; FOSTEX CREAM for Hot Springs, Va., Mar. 8-9. Dr. F. Johnson Putney, 1712 Locust St., 
patients to use > therapeutic washing of Philadelphia 3, Secretary. 
: skin in the initial phase AMERICAN COLLEGE OF ALLERGISTS, Fairmont Hotel, San Francisco, Mar. 
Patients stop using soap on = of acne treatment, when 15-20. Dr. M. Coleman Harris, 450 Sutter St., San Francisco, Secretary. 
ff d ski Py maximum degreasing AMERICAN LARYNGOLOGICAL AssocIATION, The Homestead, Hot Springs, 
affected skin areas. Instead ° and peeling are de- pag 8-9. Dr. James H. Maxwell, University Hospital, Ann Arbor, 
they use Fostex for thera- sired. 
AMERICAN LARYNGOLOGICAL, RHINOLOGICAL & OTOLOGICAL Society, The 
peutic washing of the skin. ; FOSTEX CAKE for Homestead, Hot Springs, Va., Mar, 10-12. Dr. C. Stewart Nash, 708 
The Fostex lather is mas- ° maintenance therapy to Medical Arts Bldg., Rochester 7, N. Y., Secretary. 
A s 4 keep skin dry and sub- AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Sheraton-Palace Hotel, San 
saged into the skin for Ba stanti ally free of come- Francisco, Mar. 30-Apr. 1. Dr. Marion F. Langer, 1790 Broadway, New 
York 19, Executive Secretary. 
minutes then rinse and dry. ° dones. AMERICAN OToLocicaL Society, The Homestead, Hot Springs, Va., Mar. 
Wri fe 5 J 13-14. Dr. Lawrence R. Boies, University Hospital, Minneapolis 14, 
rite for Samples Secretary. 


MIcHIGAN ACADEMY OF GENERAL Practice, Post-GrapuaTe CLINIC, 
Sheraton-Cadillac Hotel, Detroit, Mar. 5. Dr. F. P. Rhoades, 970 Mac- 
WESTWOOD Pharmaceuticals cabees Bldg., Detroit 2, Convention Manager. 


Division of Foster-Milburn Co. Buffalo 13, New York (Continued on page 28) 
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prevention 


treatment 


The medication makes the big difference: Caldesene con- 

tains 15% calcium undecylenate for sustained antibacterial 
and antifungal action — Caldesene forms a protective coat- 
ing which prevents moisture or other irritants from coming 
into contact with tender or affected areas. Since the film ‘is 
discontinuous it does not interfere with insensible perspi- 
ration. This unique product relieves itching, soreness and 
burning, and protects. against diaper rash, prickly heat, 
and chafing. 


Supplied in 2 oz. shaker containers. 


FOR A TRIAL SUPPLY WRITE TO 
PROFESSIONAL SERVICE DEPARTMENT 


“You need something to snap out of your lethargy—get married, 


go in debt for a new car, buy a house... 
MALTBIE LABORATORIES DIVISION 
WALLACE & TIERNAN INC. 


Belleville 9, New Jersey 
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NaTIONAL HEALTH CouncirL, Palmer House, Chicago, Mar. 17-19. Mr. 
Philip E. Ryan, 1790 Broadway, New York 19, Executive Director. 
NATIONAL MuLTIPLE ScLERosIs Society, New York, Mar. 9. Mr. Donald 

Vail, 257 4th Ave., New York 10, Secretary. 

SOUTHEASTERN SunGiIcAL Concress, Deauville Hotel, Miami Beach, Fla., 
Mar. 9-12. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E., Atlanta 3, 
Ga., Secretary. 

SOUTHWESTERN SuRGICAL ConGrREss, New Brown Palace Hotel, Denver, 

Mar. 30-Apr. 1. Dr. C. M. O’Leary, 1213 Medical Arts Bldg., Oklahoma 

City, Okla., Secretary. 


April 

Aero Mepicat Association, Hotel Statler, Los Angeles, Apr. 27-29. Dr. 
Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Birmingham, Apr. 
9-11. Mr. William A. Dozier, 17 Moulton Bldg., Montgomery, Executive 
Secretary. 

AMERICAN ACADEMY OF GENERAL Practice, San Francisco, Apr. 6-9. 
Mr. Mac F. Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Secretary. 

AMERICAN ACADEMY OF NEvROLOGY, Statler Hotel, Los Angeles, Apr. 13- 
18. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 

AMERICAN ASSOCIATION OF ANATOMiISTS, Seattle, Apr. 1-3. Dr. B. Flexner, 
Univ. of Pa., Med. School, Philadelphia 4, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Sheraton 
Hotel, Philadelphia, Apr. 30-May 2. Dr. D. C. Spriestersbach, Univ. 
Hosps., lowa City, Ia., Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Seaview Country 
Club, Absecon, N. J., Apr. 15-17. Dr. William J. Engel, 2020 E. 93d 
St., Cleveland 6, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Atlantic City, N. J., Apr. 13- 
17. Dr. Calderon Howe, 630 W. 168th St., New York 32, Secretary. 
AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Somerset 
Hotel, Boston, Apr. 23-25. Dr. Russell L. Holman, 1542 Tulane Ave., 

New Orleans 12, Secretary. 

AMERICAN ASSOCIATION OF RarmLway SurGEONS, Drake Hotel, Chicago, 
Apr. 16-18. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THE Stupy or Neoptastic Diseases, Hotel 
Greystone, Gatlinburg, Tenn., Apr. 30-May 4. Dr. Bruce H. Sisler, Box 
268, Gatlinburg, Tenn., Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SURGERY, Statler Hotel, Los An- 
geles, Apr. 21-23. Dr. Hiram T. Langston, 7730 Carondelet Ave., St. 
Louis 5, Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS & GYNECOLOGISTS, Traymore Hotel, 
Atlantic City, N. J., Apr. 5-9. Dr. John C. Ullery, 15 S. Clark St., Chi- 
cago 3, Secretary. 

AMERICAN COLLEGE oF PuysiciaNns, Conrad Hilton Hotel, Chicago, Apr. 
20-24. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive 
Secretary. 

American Gorrer Association, Chicago, Apr. 30-May 2. Dr. John C. 
McClintock, 149% Washington Ave., Albany, N. Y., Secretary. 

AMERICAN PuysioLocicat Soczety, Atlantic City, N. J., Apr. 12-16. Dr. 
Ray G. Daggs, 9650 Wisconsin Ave., Washington, D. C., Executive 
Secretary. 

AMERICAN Psycuiataic Association, Civic Auditorium, Philadelphia, 
Apr. 27-May 1. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City, Secretary. 

AMERICAN Raptum Society, The Homestead, Hot Springs, Va., Apr. 6-8. 
Dr. Robert L. Brown, Robert Winship Clinic, Emory University, At- 
lanta 22, Ga., Secretary. 

AMERICAN SocreETy OF BioLoGicaL CuHemists, Atlantic City, N. J., Apr. 
13-18. Dr. F. W. Putnam, Univ. of Fla. Medical School, Gainesville, 
Fla., Secretary. 

AMERICAN SocrETY FOR EXPERIMENTAL PaTHOLoGy, Atlantic City, N. J., 
Apr. 13-18. Dr. J. F. A. McManus, Univ. of Alabama Medical Center, 
Bir ham 3, Ala., S tary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEU- 
tics, Atlantic City, N. J., Apr. 13-17. Dr. Harold Hodge, Univ. of 
Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SOCIETY FOR THE Stupy oF SteRiLity, Shelburne Hotel, At- 
lantic City, N. J., Apr. 3-5. Dr. Herbert H. Thomas, 920 S. 19th St., 
Birmingham 5, Ala., Secretary. 

AMERICAN SuRGICAL AssociaTION, Fairmont Hotel, San Francisco, Apr. 
15-17. Dr. W. A. Altemeier, Cincinnati Gen. Hospital, Cincinnati 29, 
Secretary. 

AMERICAN Association, Chalfonte-Haddon Hall, Atlantic 
City, N. J., Apr. 20-23. Dr. Samuel L. Raines, 188 S. Bellevue Bivd., 
Memphis, Tenn., Secretary. 

Arizona Mepicat Association, San Marcos Hotel, Chandler, Apr. 28- 
May 2. Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
Arkansas Mepicat Socrety, Goldman Hotel, Ft. Smith, Apr. 13-15. Mr. 
Paul C. Schaefer, 215 Kelley Bldg., Ft. Smith, Executive Secretary. 
Hawau Mepicat Association, Hilo, Apr. 23-25. Mr. Lee McCaslin, 510 

S. Beretania St., Honolulu 13, Executive Secretary. 


MEETINGS 


J.A.M.A., Sept. 27, 1958 


InpustrRiAL Mepicar Association, Sherman Hotel, Chicago, Apr. 26-29. 
Dr. Leonard Arling, 3101 University Ave., S. E., Minneapolis 14, Sec- 
retary. 

Iowa State Mepicat Society, Savery Hotel, Des Moines, Apr. 19-22. Mr. 
Donald L. Taylor, 529 36th St., Des Moines, Executive Secretary. 
MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, The 
Alcazar Hotel, Baltimore, Apr. 15-17. Mr. John Sargeant, 1211 Cathe- 

dral St., Baltimore, Executive Secretary. 

Missournt STATE Mepicat Association, Kansas City, Apr. 5-8. Mr. T. R. 
O’Brien, 634 N. Grand Blvd., St. Louis, Executive Secretary. 

NEBRASKA STATE MEDICAL Associ1aTIoNn, Hotel Paxton, Omaha, Apr. 27-30. 
Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive Secretary. 

NEUROSURGICAL SocrETY OF AMERICA, The Homestead, Hot Springs, Va., 
Apr. 1-4. Dr. Frank P. Smith, 260 Crittenden Blvd., Rochester 20, N. Y., 
Secretary. 

New Jersey, Mepicat Society or, Chalfonte-Haddon Hall, Atlantic City, 
Apr. 25-29. Mr. Richard I. Nevin, P. O. Box 904, Trenton, Executive 
Officer. 

State Mepicar Association, Neil House, Columbus, Apr. 21-24. 
Mr. Charles S, Nelson, 79 E. State St., Columbus, Executive Secretary. 

OKLAHOMA STATE MepicaL Association, Mayo Hotel, Tulsa, Apr. 19-22. 
Mr. R. H. Graham, P. O. Box 9696 Shartel Station. Oklahoma City, 
Executive Secretary. 

Socrety or Neuro.ocicaL SurGEoNs, Waldorf-Astoria Hotel, New York, 
Apr. 27-28. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, Secretary. 

SourHwest ALLERGY Forum, Shamrock-Hilton Hotel, Houston, Tex., Apr. 
26-28. Dr. Richard H. Jackson, Suite 156, Hermann Professional Bldg., 
Houston 25, Tex., Secretary. 

SrupENT AMERICAN MeEpicaL AssociaTIon, Morrison Hotel, Chicago, Apr. 
30-May 3. Mr. Russell F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Secretary. 

TENNESSEE STATE MEDICAL AssociaTION, Peabody Hotel, Memphis, Apr. 
12-15. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Executive 
Secretary. 

Texas Mepicat Association, San Antonio, Apr. 18-21. Mr. C. Lincoln 
Williston, 1801 N. Lamar Blvd., Austin, Executive Secretary. 


May 


AMERICAN ASSOCIATION FOR THE History OF Mepicine, Wade Park 
Manor, Cleveland, May 21-23. Dr. John B. Blake, Smithsonian Institu- 
tion, Washington 25, D. C., Secretary, 

AMERICAN COLLEGE or CarprioLocy, Benjamin Franklin Hotel, Philadel- 
phia, May 26-29. Dr. Philip Reichert, 480 Park Ave., New York 22, 
Secretary. 

AMERICAN GYNECOLOGICAL Society, The Homestead, Hot Springs, Va., 
May 25-27. Dr. Andrew A. Marchetti, 3800 Reservoir Rd., N. W., Wash- 
ington 7, D. C., Secretary. 

AMERICAN OPHTHALMOLOGICAL Socrery, The Homestead, Hot Springs, 
Va., May 28-30. Dr. Maynard C, Wheeler, 30 West 59th St., New York 
19, Secretary. 

AMERICAN Pepratric Society, The Inn, Buck Hill Falls, Pa., May 6-8. 
Dr. A. C. McGuinness, 2800 Quebec St., Washington 8, D. C., Secretary. 

AMERICAN PsycHosoMatic Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J., May 2-3. Dr. Morton F. Reiser, 265 Nassau Rd., Roosevelt, N. Y., 
Secretary. 

AMERICAN Socrety FoR CiinicaL INvEsTIGATION, Haddon Hall, Atlantic 
City, N. J., May 3-4. Dr. S. J. Farber, 550, lst Ave., New York 16, Sec- 
retary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SuRGEONS, Palmer House, Chicago, 
May 10-14. Dr. Orion H. Stuteville, 700 N. Michigan, Chicago 11, 
Secretary. 

AMERICAN TrupeaAu Society, Palmer House, Chicago, May 25-27. Dr. 
E. P. K. Fenger, 1790 Broadway, New York 19, Secretary. 

ASSOCIATION OF AMERICAN Puysicians, Haddon Hall, Atlantic City, N. J., 
May 5-6. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New Haven 
11, Conn., Secretary. 

FLorma Mepicar Association, Americana Hotel, Miami Beach, May 2-6. 
Mr. Ernest R. Gibson, P. O. Box 2411, Jacksonville 3, Managing Director. 

Association oF, Bon Air Hotel, Augusta, May 17-20. 
Mr. Milton D. Kreuger, 875 W. Peachtree St., N. W., Atlanta, Executive 
Secretary. 

State Mepicat Society, Hotel Sherman, Chicago, May 19-22. 
Dr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary. 

Kansas Mepicat Society, Jayhawk Hotel, Topeka, May 3-7. Mr. Oliver E. 
Ebel, 315 W. 4th St., Topeka, Executive Secretary. 

Louisiana STATE MeEpicat Society, Roosevelt Hotel, New Orleans, May 
4-6. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Executive 
Secretary. 

Massacuusetts Mepicar Society, Hotel Statler, Boston, May 19-21. Dr. 
Robert W. Buck, 22 The Fenway, Boston 15, Secretary. 

Minnesota State Mepicat Association, Hotel Duluth, Duluth, May 
25-27. Mr. R. R. Rosell, 496 Lowry Medical Arts Bldg., St. Paul 2, 
Minn., Executive Secretary. 


(Continued on page 30) 
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MississipPt STaTE Association, Hotel Buena Vista, Biloxi, May 
12-14. Mr. Rowland B. Kennedy, 735 Riverside Dr., Jackson, Executive 
Secretary. 

NATIONAL TUBERCULOSIS AssocIATION, Palmer House, Chicago, May 24-29. 
Mrs. Wallace B. White, 1790 Broadway, New York 19, Secretary. 

New Mexico Mepicat Socrety, Mission Mote, Las Cruces, May 5-7. Mr. 
Ralph R. Marshall, 221 W. Central Ave., Albuquerque, Executive 
Secretary. 

New York, Mepicar Society oF THE STATE oF, Hotel Statler, Buffalo, 
May 9-15. Dr. Walter P. Anderton, 386 Fourth Ave., New York 16, 
Secretary. 

Norta Caroiina, Mepicat Society OF THE STATE OF, George Vander- 
bilt Hotel, Asheville, May 3-6. Mr. James T. Barnes, 203 Capitol Club 
Bldg., Raleigh, Executive Director. 

Norta Dakota State MeEpicaL Association, Prince Hotel, Bismarck, 
May 2-5. Mr. Lyle A. Limond, Box 1198, Bismarck, Executive Secretary. 

Ruope Istanp Mepicat Society, Providence, May 12-13. Mr. John E. 
Farrell, 106 Francis St., Providence 3, Executive Secretary. 

Socrety or AMERICAN BACTERIOLOGISTS, Sheraton Jefferson Hotel, St. 
Louis, May 10-15. Dr. E. M. Foster, University of Wisconsin, Madison 6, 
Wis., Secretary. 

SocreTy For Pepiatric Researcu, The Inn, Buck Hill Falls, Pa., May 8-9. 
Dr. Clark D. West, Children’s Hosp., Cincinnati 29, Secretary. 

Sourn Mepicat Assceration, Columbia Hotel, Columbia, 
May 12-14. Mr. M. L. Meadors, 309 W. Evans St., Florence, Executive 
Secretary. 

Wisconsin, State MeEpicat Society or, Hotel Schroeder, Milwaukee, 
May 5-7. Mr. Charles H. Crownhart, P.O. Box 1109, Madison 1, 
Secretary. 

June 


AMERICAN ACADEMY OF TUBERCULOSIS PuysiciANs, Atlantic City, N. J., 
June 6. Dr. Oscar S. Levin, P.O. Box 7011, Denver 6, Secretary. 

AMERICAN COLLEGE or CueEst Puysictans, Atlantic City, N. J., June 3-7. 
Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive Di- 
rector. 

AMERICAN DERMATOLOGICAL AssocraTION, Claridge Hotel, Atlantic City, 
N. J., June 1-4. Dr. Wiley M. Sams, 25 Southeast 2d Ave., Miami, Fla., 
Secretary. 

AMERICAN DiaBeEteEs Association, Chalfonte-Haddon Hall, Atlantic City, 
N. J., June 6-7. Dr. E. Paul Sheridan, 1 East 45th St,. New York 17, 
Secretary. 

AMERICAN ELECTROENCEPHALOGRAPHIC Society, Claridge Hotel, Atlantic 
City, N. J., June 11-14. Dr. Jerome K. Merlis, University Hospital, 
Baltimore 1, Secretary. 

AmericAN Geriatrics Socrery, Hotel Traymore, Atlantic City, N. J., 
June 4-5. Dr. Richard J. Kraemer, 2907 Post Rd., Warwick, R.L., 
Secretary. 

AMERICAN MEDICAL WoMEN’s AssociaTIon, Sheraton Ritz Carlton Hotel, 
Atlantic City, N.J., June 4-7. Miss Lillian T. Majally, 1790 Broadway, 
New York 19, Executive Secretary. 

AMERICAN NEUROLOGICAL AssociATION, Claridge Hotel, Atlantic City, N. J., 
June 15-17. Dr. Charles Rupp, 133 S. 36th St., Philadelphia 4, Secretary. 

AMERICAN OrtHOPEDIC AssocIaATION, Lake Placid Club, Lake Placid, 
N. Y., June 16-18. Dr. Lee Ramsay Straub, 715 Lake St., Oak Park, 
Ill., Secretary. 

AMERICAN Proctro.ocic Society, Shelburne Hotel, Atlantic City, N. J., 
June 15-18. Dr. Norman D. Nigro, 10 Peterboro St., Detroit 1, Secretary. 

Mepicat Liprary Association, King Edward-Sheraton Hotel, Toronto, 
Can., June 15-19. Miss Nettie A. Mehne, The Upjohn Co., Kalamazoo, 
Mich., Secretary. 

AMERICAN RHEUMATISM AssOcIATION, Mayflower Hotel, Washington, 
D. C., June 2-6. Dr. Edward F. Hartung, 580 Park Ave., New York 21, 
Secretary. 

Ipano MEDICAL Association, Sun Valley, June 14-17. Mr. Armand 
L. Bird, 364 Sonna Bldg., Boise, Executive Secretary. 

Marne MeEpicat Association, The Samoset, Rockland, June 21-23. Dr. 
Daniel F. Hanley, P. O. Box 240, Brunswick, Executive Director. 

Society or BrotocicaL Psycuiatry, Claridge Hotel, Atlantic City, N. J., 
June 13-14. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Secretary. 

Sourn Dakota State Mepicar Association, Sheraton Johnson Hotel, 
Rapid City, June 20-23. Mr. John C. Foster, 300, Ist National Bank 
Bldg., Sioux Falls, Executive Secretary. 

Tue Enpocrine Society, Chalfonte-Haddon Hall, Atlantic City, N. J., 
June 4-6. Dr. Henry T. Turner, 1200 N. Walker St., Oklahoma City 3, 
Secretary. 

Wyominc State Mepicat Association, Jackson Lake Lodge, Moran, 
June 11-14. Mr. Arthur R. Abbey, Box 2036, Cheyenne, Executive 
Secretary. 


August 
Virncrnia StaTE Mepicat Association, The Greenbrier, White 


Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P.O. Box 1031, 
Charleston 24, Executive Secretary. 


MEETINGS 


J.A.M.A., Sept. 27, 1958 


INTERNATIONAL AND FOREIGN 
October 


CANADIAN SOCIETY FOR THE StuDy oF FEertiLity, London, Ont., Canada, 
Oct. 31-Nov. 1. Dr. Jean F. Campbell, 238 Queen’s Ave., London, Ont., 
Canada, Secretary. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Paris, France, Oct. 19-26. 
Dr. Samuel M. Feinberg, 303 E. Chicago Ave., Chicago 11, Il., U. S. A., 
President. 

INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Munich, Ger- 
many, Oct. For information address: Dr. Louis Grollet, 7, rue Gustave 
Nadaud, Paris 16, France. 

INTERNATIONAL CoNnGRESS OF HyproLocy, Madrid, Spain, Oct. 
22-30. For information address: Dr. Francon, 55, rue des Mathurins, 
Paris 8, France. 

INTERNATIONAL SocreTyY ON AvuDIOLOGY, Padua, Italy, Oct. 2-5. Prof. 
Arslan, Clinique O. R. L., Universitaire, Padua, Italy. 

Latin AMERICAN CONGRESS ON MENTAL HEALTH, Lima, Peru, Oct. Dr. 
Baltazar Caravedo, Avenida del Golf 1040, San Isidro, Lima, Peru, 
Secretary-General. 

November 


BAHAMAS MepiIcaAL ConrEeRENCE, British Colonial Hotel, Nassau, Bahamas, 
Nov. 28-Dec. 18. For information write: Dr. B. L. Frank, 23 E. 79th 
St., New York 21, New York, U.S. A. 

INTER-AMERICAN ConGnress OF RapioLocy, Lima, Peru, Nov. 2-8. Dr. 
Jorge de la Flor, Hosjital Arzobispo, Loayza, Lima, Peru, Secretary. 

PaKistaAN MepicaAL CoNFEeRENCE, Dacca, East Pakistan, Nov, 23-27. 
Dr. K. S. Alam, 35, Nazimuddin Road, Dacca, East Pakistan, Conference 
Secretary. 

December 


BaHAMAS SuRnGICAL CONFERENCE, British Colonial Hotel, Nassau, Ba- 
hamas, Dec. 29-Jan. 17. For information write: Dr. B. L. Frank, 23 E. 
79th St., New York 21, New York, U.S. A. 

INTERNATIONAL Leprosy ConGress, New Delhi, India, Dec. 8-14. Dr. 
Dharmendra, Leprosy Research Dept. School of Tropical Med., Calcutta 
12, India, Secretary. 


1959 
February 


CENTRAL SuRGICAL AssociaTIoN, Montreal, Can., Feb. 19-21, Dr. A. D. 
McLachlin, Victoria Hosp., London, Ontario, Secretary. 

Society or University Surceons, Denver, Colo., Feb. 12-14. Dr. James 
D. Hardy, Univ. Medical Center, Jackson, Miss., Secretary. 


April 
ConGress OF INTERNATIONAL ANESTHESIA RESEARCH Society, Miami 


Beach, Fla., U.S. A., Apr. 20-23. Dr. A. William Friend, East 107 & 
Park Lane, Cleveland 6, Ohio, U.S. A., Executive Secretary. 


May 


CONFERENCE ON INTERNATIONAL UNION FOR HEALTH ECUCATION OF THE 
Pusuic, Dusseldorf, Germany, May 2-9. For information address: Secre- 
tary-General, 92, rue St. Denis, Paris 1, France. 


June 


INTERNATIONAL FERTILITY AssOociATION, Amsterdam, Netherlands, June 
7-13. Dr. Carlos Nouel, 4 Agnietenstr, Amsterdam, Netherlands, Secre- 
tary-General. 

INTERNATIONAL Hosprrat ConGress, Edinburgh, Scotland, June 1-6. 
Capt. J. E. Stone, 34 King St., London, E. C. 2, England, Secretary- 
General. 

July 


CANADIAN MeEpbicAL AssociaTIon, Edinburgh, Scotland, July 16-24, Dr. 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 
INTERNATIONAL CONGRESS OF PEDIATRICS, Montreal, Que., July 19-25. 
For information address: Dr. R. L. Denton, 2300 Tupper St., Montreal 

25, Que. 

INTERNATIONAL CONGRESS OF PLASTIC SURGERY, London, England, July 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England, 
Secretary-General. 

INTERNATIONAL ConGress oF RApIoLoGy, Munich, Germany, July 23-30. 
Prof. Hans v. Braunbehrens, Frankfurt am Main, Forsthausstrasse 76, 
Germany, General Secretary. 

INTERNATIONAL PsYCHOANALYTICAL AssOciATION, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 
Secretary-General. 

August 
INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Vienna & Salzburg, Austria, 


Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 


(Continued on page 32) 
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NEW 


PRONOUNCED TAY-O 


(brand of triacetyloleandomycin with glyCOSAmine) 


Capsules / Oral Suspension 


for effective 


control 


positive 


J. B. Roerig and Company 


: Chas. Plizer & Ine. 


CLINICAL all Staph 
RESULTS adults children infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were Staph. 
aureus and Staph. albus. Tao has its greatest 
usefuiness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
mococci, gonococci, Hemophilus influenzae. 


Per cent of “antibiotic-resistant’’ epidemic 
staphylococci cultures susceptible to Tao, and 
antibiotics A, B, and C.! 


100 
susceptible to Tao 
75 
ss euscestive 
@E Antibiotic C 

50 
te 
BE Antybiotic A 
as | susceotibie to 25 
Antibiotic B 


REACTIONS: 
(a) adults (b) children 
Total-—9.2% Total —0.6% 


(20 out of 217) 

Skin rash — 1.4% 

(3 out of 217) 
Gastrointestinal — 
7.8% (17 out of 217) 


(1 out of 167) 

Skin rash —none 
Gastrointestinal — 
0.6% (1 out of 167) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sustained blood lev- 
els - high urinary concentrations - outstanding palatability in a 
liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.; Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Ceimer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 
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INTERNATIONAL CONGRESS FOR THE History OF SCIENCE, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 

INTERNATIONAL CONGRESS OF PHYSIOLOGICAL Scrences, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND Voice THERAPY, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

Wortp ConrERENCE ON Mepicat Epucation, Palmer House, Chicago, 
Ill., U.S. A., Aug. 30-Sept. 4. For information address:. Dr, Louis H. 
Bauer, 10 Columbus Circle, New York 19, N. Y., U.S. A. 


September 


Concress OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

European Concress or ALLERGY, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Wright-Fleming 
Institute, St. Mary’s Hospital, London, W. 2, England. 

INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, 
Ankara, Turkey. 

INTERNATIONAL TUBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 
11-18. Dr. T. I. Gokce, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General. 

INTERNATIONAL UNION OF THE MeEpIcAL Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of Bundesaerztekammer, Cologne, 
Germany. 

Wortp Concress ror Puysicat Tuerapy, Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W.C. 1, England. 


1960 
January 


Pan AMERICAN ConcGress or OpnHtTHALMOLoGy, Caracas, Venezuela, Jan. 
31-Feb. 7. For information address: Dr. Moacyr, E. Alvaro, 1151 Conso- 
lacao, Sao Paulo, Brazil. 


June 


CanapiAN Mepicat Association, Banff, Alberta, June 13-17. Dr. A. D. 
Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 

INTERNATIONAL ConGrEss OF CiiniIcAL PaTHoLocy, Madrid, Spain, June 
13-17. Dr. J. Aparicio Garrido, Sandoval 7, Madrid, Spain, Secretary- 
General. 

INTERNATIONAL CONGRESS OF Puyst0-PATHOLOGY OF ANIMAL REPRODUC- 
TION AND ARTIFICIAL INSEMINATION, Amsterdam, Netherlands, June 
13-17. Dr. J. Edwards, Milk Marketing Board, Thames, Surrey, England, 
Secretary. 

July 


INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Stockholm, Sweden, 
July 31-Aug. 5. Dr. Archer Tongue, Case Gare 49, Lausanne, Switzer- 
land, Secretary-General. 

INTERNATIONAL CoNGRESS OF ENDOCRINOLOGY, Copenhagen, Denmark, 
July 18-23. For information address: Dr. Henry H. Turuer, 1200 N. 
Walker, Oklahoma City 3, Okla., U.S. A. 

INTERNATIONAL CoNnGREsS ON GorTerR, London, England, July 6-8. For 
information write: Dr. John C. McClintock, 149% Wast.ington Ave., 
Albany, N. Y., U.S. A. 

INTERNATIONAL CONGRESS ON OcCUPATIONAL HEALTH, Waldorf-Astoria, 
New York, N. Y., U.S. A., July 25-29. Dr. Leo Wade, 15 West 5Ist St., 
New York, N. Y., U.S. A., Chairman. 


August 

INTERNATIONAL ConGress OF CiiInicaL Cuemistry, Edinburgh, Scotland, 
Aug. 14-19. For information address: Dr. S. C. Frazer, Clinical Labora- 
tory, Royal Infirmary, Edinburgh, Scotland. 

INTERNATIONAL CONGRESS OF GERONTOLOGY, San Francisco, Calif., 
U.S. A., Aug. 7-14. Mr. Louis Kuplan, 722 Capitol Ave., Sacramento, 
Calif., U.S. A., Executive Secretary. 

INTERNATIONAL CONGRESS OF PnysicaAL MeEpiIcINE, Washington, D. C., 
U.S. A., Aug. 21-26. For information write: Dr. W. J. Zeiter, 2020 
E. 93d St., Cleveland, Ohio, U. S. A. 

INTERNATIONAL SocrETY OF HEMATOLOGY, Tokyo, Japan, Aug. 25. For 
information write: Dr. Sol Haberman, 3500 Gaston Ave., Dallas, Tex., 

Worup ConGress OF THE INTERNATIONAL SOCIETY FOR THE WELFARE OF 
Crepes, New York, N. Y., U.S. A., Aug. 29-Sept. 2. Mr. Donald V. 
_ Wilson, 701 First Ave., New York 17, N. Y., U.S. A., Secretary-General. 


September 
Concress oF INTERNATIONAL SocreTy FoR CELL Paris, France, 


Sept. 7-9. For information write: Prof. Chevremont, 20, rue de Pitteurs, 
Liege, Belgium. 


MEETINGS 


ConGREss OF INTERNATIONAL SOCIETY OF ORTHOPEDIC SURGERY & 


J.A.M.A., Sept. 27, 1958 


TrauMaATotocy, New York, N. Y., U.S. A., Sept. 7-9. For information 
address: International Society of Orthopedic Surgery & Traumatology, 
34 rue Montoyer, Brussels, Belgium. 

INTERNATIONAL CONGRESS OF CrimINOLOGy, The Hague, Netherlands, 
Sept. 7-9. For information address: Sosiete Internationale de Crimi- 
nologie, 28 avenue de Friedland, Paris 8e, France. 

INTERNATIONAL CONGRESS OF NutriTION, Washington, D.C., U.S. A., 
Sept. 1-7. Dr. Milton O. Lee, 9650 Wisconsin Ave., Washington 14, 
D. C., U. S. A., General Secretary. 

INTERNATIONAL Society OF GEOGRAPHICAL PATHOLOGY, London, England, 
Sept. 7-9. Prof. Fred C. Roulet, 174 Albanrheinweg, Basle, Switzerland, 
Secretary-General. 

Wor.tp ConGress OF ANESTHESIOLOGISTS, Toronto, Ont., Sept. 4-10. For 
information write; Dr. R. A. Gordon, 516 Medical Arts Bldg., Toronto 5, 
Ont. 


1961 
October 


INTERNATIONAL CONGRESS OF NEUROSURGERY, Statler Hotel, Washington, 
D. C., U. S. A., Oct. 14-20. Dr. David L. Reeves, 316 W. Junipero St., 
Santa Barbara, Calif., U. S. A., Editor of Transactions. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THe JourNaAL. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


Saturday Evening Post, Sept. 20, 1958 
“Monkeyshines in Braces,” by Steven M. Spencer 
At the Newington Hospital for Crippled Children, near 
Hartford, Conn., young victims of Legg-Calvé-Perthes 
disease are spending months, even years, lying flat, and 
never standing. The article tells what is being done to 
treat children suffering from this crippling hip ailment. 


Look, Sept. 30, 1958 
“The Menningers and Mental Health” 
As part of a special issue on the Midwest, this article points 
out that “the heart of American psychiatry” is Topeka, 
Kan., where more psychiatrists have been trained than in 
any other single place in the United States. 


Argosy, October, 1958 


“Magic Within You: the Miracle of Plastic Surgery,” by 
Robert Crichton 
To show the progress of modern plastic surgery, the author 
tells the story of tool and die worker, Hardy Grant, whose 
face was mutilated in an automobile accident. After its re- 
construction by surgeons, his wife found his features “more 
attractive.” 


Consumer Reports, October, 1958 


“Drugs and Deception” 
According to the article, the FDA, FTC, and Post Office 
Department are “understaffed and underfinanced for vig- 
orous enforcement of the law.” Understaffing combined 
with the failure of federal agencies to seek criminal penal- 
ties provided by law, and failure of the courts, when crim- 
inal penalties are sought, to pronounce deterrent sentences 
instead of trivial “slaps on the wrist,” has allowed the drug 
trade to become an attractive field for scoundrels eager to 
“make a fast buck” with a minimum of risk. Three case 

histories—the Bonded Laboratories, Allen Parkinson Case, 

and Jesse and Paul Case—are cited. 
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Of Time and 


the Streptococcus... 


One injection a month 
for continuous year-round 


rheumatic-fever prophylaxis 


For patients who have had one or more attacks of rheumatic fever 
or definite evidence of rheumatic heart disease, continuous year- 
round prophylaxis is recommended.' Just one monthly injection of 
1,200,000 units of BIciLLIN provides adequate penicillinemia to 
prevent rheumatic recurrences. Convenient, economical, maintains 
patient-physician contact. 


INJECTION BICILLIN’ Myeth 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) Philadelphia 1 Pa. 
PENICILLIN WITH A SURETY FACTOR 
Supplied: 1,200,000 units in TUBEX® sterile-needie unit (2 cc. size), pkgs. of 10; and in single-dose 


disposable syringes. 1. American Heart Association: Committee on Prevention of Rheumatic Fever 
ond Bacterial Endocarditis: Circulation 15:154 Wan.) 1957. 
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LIST OF STATE MEDICAL ASSOCIATIONS 


J.A.M.A., Sept. 27, 1958 


PRESIDENT 


SOCIETY 


.| Louis K. Hundley, Pine Bluff... 
.| Francis E. West, San Diego.... 


Arkansas Medical Society..... 
California Medical Association. 


Alabama, Med. Assn. of the State of|Edgar V. Givhan, Birmingham....|Mr. W. A. Dozier Jr., 17 Molton B 
Alaska Territorial Medical Assn......| William M. Whitehead, Juneau.....|Robert B. Wilkins, 1121 Fourth Ave., Anchorage......| Juneau, Mar. "59 
Arizona Medical Association..........)]W. R. Manning, Tucson......... Leslie B. Smith, 826 Security Bidg., Phoenix...... +++--|Chandler, Apr. 28-May 2 
-|Mr Pau! C. Schaefer, 215 Kelley B 
.|Mr. John Hurton, 450 Sutter St., San Francisco 8.. 


EXECUTIVE OFFICER 


ldg., Ft. Smith. 


ANNUAL MEETING 
ldg., Montgomery..|Birmingham, Apr. 9-11 


.| Ft. Smith, Apr. 13-15 
-|San Franciseo, Feb. 22-25 


Colorado State Medical Society......|\Clare C. Wiley, Longmont..... .|Mr. H. T. Sethman, 835 Republic Bldg., Denver 2....... 

Connectieut State Medical Society...| Walter I. Russell, New Haven......| William R. Richards, 160 St. Ronan St., New Haven.. 

Delaware, Medical Society of......... John B. Baker, Milford.............|N. L. Cannon, 621 Delaware Ave., Wilmington beetvones 

District of Columbia, Med. Soc. of...| James W. Watts, Washington 6....|Mr. T. Wiprud, 1718 M St. N.W., Washington Dissvenve Washington, Nov. 24-26 

Florida Medical Association....... .../Jere W. Annis, Lakeland.......... Mr. Ernest R. Gibson, P.O. Box 2411, Jacksonville 1..|Miami Beach, May 2-6 

Georgia, Medical Association of...... Lee Howard, Sr., Savannah........|Mr M. D. Krueger, 875 W. Peachtree St., N.E., Atlanta Augusta, May 17-20 

Hawaii Medical Association.......... William N. Bergin, Hilo....... ..|Satoru Nishijima, 510 S. Beretania St., Honolulu..... .|Hilo, Apr. 23-25 

Idaho State Medical Association..... Donald K. Worden, Lewiston......|Mr. Armand L. Bird, 364 Sonna Bldg.,. Boise..... }Sun Valley, June 14-17 

Illinois State Medical Society........ Raleigh C. Oldfield, Oak Park Harold M. Camp, 224 8. Main St., Monmouth......... IC hicago, May 19-22 

Indiana State Medical Association...|M. C. Topping, Terre Haute..... ...|Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4| Indianapolis, Oct. 13-15 

lowa State Medical Society.......... Walter D. Abbott, Des Moines 9....|Mr. Donald L. Taylor, 529 36th St., Des Moines 12....|Des Moines, Apr. 19-22 

Isthmian Canal Zone, Med. Assn. of..|Col. Francis Wilson, Ft. Clayton..|William T. Bailey, Box 2005, Balboa BER vcccceses 

Kansas Medical Society............... T. P. Butcher, Emporia............ Mr. Oliver E. Ebel, 315 W. Fourth Bt., TOSSES... c<ces Topeka, May 3-7 

Kentucky State Medical Association..|Edward B. Mersch, Covington......|Mr. J. P. Sanford, 1169 Eastern Pkwy., Louisville 17.. 

Louisiana State Medical Society..... A. D. Long, Baton Rouge........ ..|C. Grenes Cole, 1430 Tulane Ave., New Orleans 12......| New Orleans, May 4-6 
4h Maine Medical Association........... Eugene E. O'Donnell, Portland..... D. F. Hanley, P.O. Box 240, Brunswick............ «+++.|Roekland, June 21-23 


Maryland, Med. and Chir. Faculty of|J. Sheldon Eastland, Baltimore.... 


Missouri State Medical Association...|W. F. Francka, Hannibal.. 


Vermont State Medical Society.......| James P. Hammond, Bennington.. 


Virginia, Medical Society of..........|H. C. Bates Jr., Arlington 3........ 
Washington State Medical Assn......|Milo T. Harris, Spokane......... 


West Virginia State Medical Assn....|Charles A. Hoffman, Huntington.. 


Wisconsin, State Medical Society of..| Jerome W. Fons, Milwaukee.. 
Wyoming State Medical Society......'L. B. Wilmoth, Lander...... 


John Sargeant, 1211 C athedral St., 


Mr. T. R. O’Brien, 634 N. Grand Blvd., St. Louis 


Mr. Getty Page, 128 Merchants R« 


.| Frederick A. Tucker, 1309 Seventh 


Mr. Charles Lively, Box 1031, Charleston 24........ aban 
Mr. C. H. Crownhart, P.O. 1109, Madison 1............ Milwaukee, May 5-7 
Mr. Arthur Abbey, Box 2036, Cheyenne................ Moran, June 11-14 


Mr. R. I. Howard, 1105 W. Franklin St., 


Baltimore......... Baltimore, Apr. 15-17 


Massachusetts Medical Society....... Charles C. Lund, Boston 15........ Robert W. Buck, 22 The Fenway, Boston 15 -| Boston, May 19-21 
Michigan State Medical Society...... G. W. Slagle, Battle Creek...... L. F. Foster, P.O. “Box SED, | Detroit. Sept. 30-Oct. 3 
Minnesota State Medical Association| H. B. Sweetser, Minneapolis 2...... Mr. R. R. Rosell, 496 Lowry Med. Arts Bldg., St. Paul 2) Duluth, '59 

Mississippi State Medical Association|Guy T. Vise, Meridian.......... .|Mr. R. B. Kennedy, 735 Riverside Dr., Jackson......... | Biloxi, May 12-14 


»w, Rutland......... 


Richmond 20 
Ave., Seattle 1...... 


Richmond, Oct. 


‘ Kansas City, Apr. 5-8 


12-15 


Montana Medical Association........ John A. Layne, Great Falls Mr. L. R. Hegland, P.O. Box 1692, Billings.... , 
Nebraska State Medical Association..|Fay Smith, Imperial............ --|Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8...... ---»-|}Omaha, Apr. 27-30 
Nevada State Medical Association...|Stanley L. Hardy, Las Vegas......|Mr. Nelson B. Neff, P.O. Box 188, Reno................ 
New Hampshire Medical Society...... Arthur W. Burnham, Lebanon..... Mr. Hamilton 8S. Putnam, 18 School St., Coneord..... 
New Jersey, Medical Society of.......| Kenneth E. Gardner, Bloomfield....| Mr. Richard I. Nevin, P.O. Box 904, Trenton 5.......... Atlantie City, Apr. 25-29 
New Mexico Medical Society.......... James C. Sedgwick, Las Cruces....|Mr. R. R. Marshall, 221 W. Central Ave., + heen Las Cruces, May 5-7 
New York, Med. Soc. of the State of..| Leo E. Gibson, Syracuse........ ..|W. P. Anderton, 750 Third Ave., New York 17......... | Buffalo, May 9-15 
N. Carolina, Med. Soc. of the State of| Lenox D. Baker, Durham....... --|Mr. James T. Barnes, 203 Capitol Club Bldg., Raleigh) Asheville, May 3-6 
North Dakota State Medical Assn....)/O. A. Sedlak, Fargo............... -|Mr. Lyle Limond, Box 1198, | Bismarck, May 2-5 
Ohio State Medical Association....... G. A. Woodhouse, Pleasant Hill....|Mr. C. 8. Nelson, 79 East State St., Columbus 15......) Columbus, Apr. 21-24 
Oklahoma State Medical Association| E. C. Mohler, Ponea City ko sesieveted Mr. R. H. Graham, P.O. Box 9696, Shartel Station,| 
Tulsa, Apr. 19-22 
Oregon State Medical Society........ Vern W. Miller, Salem.............. Max H. Parrott, 1115 S.W. Taylor St., Portland...... 
Pennsylvania, Med. Soc. of State of| John W. Shirer, Pittsburgh 13..... Mr. Lester H. Perry, 230 State St., Harrisburg........ Philadelphia, Oct. 12-17 
Puerto Rieo Medical Association..... L. R. Guzman-Lopez, Santurce 29..|Mr. J. A. Sanchez, Box 9111, Santurce.................- Santuree, Noy. 18-22 
Rhode Island Medical Society......... Frances B. Sargent, Providence 6..|Thomas Perry Jr., 154 Waterman St., Providence 6....| Providence, May 12-13 
South Carolina Medical Association..|R. L. Crawford, Lancaster.........|Mr. M. L. Meadors, 309 W. Evans St., Florence........ Columbia, May 12-14 
South Dakota State Medical Assn....|A. A. Lampert, Rapid City ..|Mr. J. C. Foster, ist Nat'l Bank Bidg., Sioux Falls....| Rapid City, June 20-23 
Tennessee State Medical Association|J. C. Gardner, Nashville....... «| Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5...| Memphis, Apr. 12-15 
Texas Medical Association...... ...-.| Howard O. Smith, Marlin........... Mr. C. L. Williston, 1801 N. Lamar Blvd., Austin...... San Antonio, Apr. 18-21 
Utah State Medical Association......|Reed W. Farnsworth, Cedar City...| Mr. H. Bowman, 42 8. Fifth East, Salt Lake City 2 


PROTECTS AGAINST PAIN © 
ND mols ANXIETY. 


QUAI N I TRATE* 
Meprobamate and Pentaerythrito! Tetramitrate 
vals of $0, (200 mg.) and 


PHYSICIAN'S OFFICE 


“I must be just on the verge of success. 
He says I'm developing an ulcer!” 
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if you were 
in the rheumatoid arthritic’s shoes, 
Doctor... 


wouldn't you want a steroid 


with a proved record 
of safety and success? 


prednisone 


you can count on rapid relief from pain, swelling and stiffness followed 

by functional improvement and maintained on an uncomplicated, 

low-dosage regimen with minimal chance of side effects+ 

and without unexplained weight loss, anorexia, muscle cramps 
as reported with certain other corticoids 


*Round-table Discussion by Leading Investigators, San Francisco, Calif., June 20, 1958. 
METICORTEN, 1, 2.5 and 5 mg. white tablets. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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| you know 
relief is in store for 
patients with 
drug reactions 
because you know 
the results achieved with 


prednisone “4 
Over 1800 published papers on M ETICORTEN Ast 
of Reports* show that 85.7% of patients with drug reactions were paz, 


successfully treated with METICORTEN. 


*Schering Clinical IBM Tabulation of 
Published Reports on METICORTEN 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


MC-J-2388 
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“4 
“So I had to make dinner r 
for Daddy. I even got the 
é Mommy had such an # Then the pain went away ; 
po sho lead pills our doctor ordered real fast — almost before 
*s to bed” I finished the dishes” { 
TABLETS 
ACTS PROMPTLY- usually within 5-15 minutes. 
J LONG LASTING — usually 6 hours or more. 
4 THOROUGH RELIEF — permits uninterrupted . 
sleep through the night. RARELY CONSTI- 
PATES—sxcelient for chronic or bed tients. 
she said I could help cook... : 
but Daddy said just the tea” ; 
New “demi” strength permits dosage fiexi- 3 
bility te meet each patient's specific needs. 4 
PERCODAN-DEM! provides the PERCODAN for. + 


mula with one-half the amount of saits of 
dihydrohydroxycodeinone and homatropine. 


AVERAGE ADULT DOSE: 1 tablet every 6 hours. May be 
habit-forming. Availavle through ali pharmacies. 


Each PERCODAN® Tabiet contains 4.50 mg. ditrrdrohydroxy. 
codeinone hydrochtoride, 0.38 mg. dittydrohydroxycods 
terephthalate, 0.38 mg. homatropine terephthaiate, 224 me. 
acetyisalicyilc acid, 160 mg. phenacetin, and 32 mg. caffeine 


Pat, 2,628,185 

ENDO LABORATORIES 
Richmond Mili 18, New York 
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only one 
tablet daily 
provides continuous 
antibacterial 
effectiveness 


for 24 hours 


“.. Will establish new and easier treatment 


schedules for a sulfonamide drug.”’' 


“In the treatment of most susceptible infections 


in adults an initial dose of 1.0 Gm. followed by 
0.5 Gm. (1 tablet) every 24 hours appears to 
provide adequate concentrations in the blood 
of most patients.” 


Because its pharmacologic properties are sc distinc- 
tive, MIDICEL provides these significant clinical 
advantages: 

broad-range effectiveness —highly effective for uri- 
nary tract infections, upper respiratory infections, 
bacillary dysenteries, surgical and soft tissue infec- 
tions, due to sulfonamide-sensitive organisms such 
as Escherichia coli, Aerobacter aerogenes, paracolon 
bacilli, streptocoeci, staphylococci, gram-negative 
rods, pneumococci, and diphtheroids - I tablet-a-day 
schedule—optimum convenience and acceptance 
for patients - rapid effect —therapeutic blood levels 
promptly attained - prolonged action—effective 
blood and urine concentrations sustained day and 
night with 1 tablet daily - well tolerated—high 
solubility and low dosage minimize possibility of 
crystalluria. 

Adult Dosage: Initial (first day)—2 tablets (1 Gm.) 
for mild or moderate infections, or 4 tablets (2 Gm.) 
for severe infections. Maintenance—l1 tablet 
(0.5 Gm.) daily. 

Children’s Dosage; According to weight. See literature for 
details of dosage and administration. 

Packaging: Quarter-scored tablets of 0.5 Gm., bottles of 24, 
100, and 1000. 

(1) Weihl, C.: Antibiotic Med. & Clin, Therapy 5:173, 1958. (2) Fin- 


land, M.; Jones, W. FE; Ziai, M., & Cherrick, G. R.: Am. J. M. Sc. 
234:505, 1957. 


* PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 
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new test for gastric acid— 
now a simple office procedure 


Blue 


Squibb Azure A Carbacrylic Resin Diagnostic Test 


Your patient swallows a liquid instead of a tube 


— and, nesultS are as 


* eliminates discomfort and inconvenience of intubation 
| * time-saving and economical; can be used in office 
| * requires no special equipment 

* well-tolerated 


Diagnex Blue is easy to use: 
1. The patient takes DIAGNEX BLUE orally. 
2. Urine samples are collected and returned to the physician. 


3. Simple color comparison indicates gastric acid status. 


Results are easily interpreted: 


Free gastric acid is shown by color equal to or 
more intense than 0.6 mg. standard. 


Absence of free gastric acid is shown by color equal 
to or less intense than the 0.3 mg. standard. 


Borderline secretion is indicated by a color 
intermediate to these two standards. 


*Diagnex Blue has been used in 
thousands of gastric analyses with 
conclusive evidence of accurate 
results (95% accurate identification 
of acid secretors, 97% accuracy 
in identifying achlorhydrics). 


Squibb Quality — 
Diagnex’® is a Squibb trademark. the Priceless Ingredient 
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how to perform th Diagnex Blue Test 


This is what the physician tells the patient: 
Start test immediately on arising, without eating or drinking anything for breakfast. 


Urinate. Do not keep this urine. Tear open the small packet 
and swallow the 2 tablets 


with a glass of water. 


Urinate. Save urine in jar 
marked ‘‘control urine*’ 


Open large packet. Pour con- 
tents into % glass of water, 


Stir well and drink it. (The 
granules do not dissolve.) 
If granules remain, add a 

little more water and drink 
them down. 


2 HRS. LATER Urinate. Save urine in jar 


marked ‘‘test urine’’. 


Test Procedure 


Each box of pDIAGNEX BLUE has a color comparator block 
with two color standards—one representing color inten- 
sity of 0.6 mg. azure A, and the other 0.3 mg. azure A. 
Color comparison should be made against a suitable light 
source. 


B, 1. If the test sample color is less intense in color than 
the 0.6 mg. standard, acidify all samples with 2 drops 
of diluted (10%) hydrochloric acid. Heat the three 
test tubes in a boiling bath for 10 minutes. (Boiling 
may decolor sample, but color will reappear on cool- 
ing.) Remove tubes from the bath and allow to cool 


A. 1. Dilute the control and test urines with water to 
for 2 hours. Compare color intensity as in A3 and A4. 


300 cc. each. 


2.Fill two test tubes with approximately 10 cc. of 2. When the color of the test specimen falls between 


control urine each, and fill a third test tube with about 
10 cc. of the test urine. 


3. Place the test urine tube in the middle slot of the 
comparator and the control urine tubes in front of 


the 0.6 mg. and the 0.3 mg. standards, this is presump- 
tive evidence of hypochlorhydria. When the color of 
the test specimen is /ess intense than that of the 0.3 mg. 
standard, this is presumptive evidence of achlorhydria. 


the two color standards. Supply: Boxes of 5 and 50 test units with comparators. 


Each test unit contains 2 Gm. DIAGNEX BLUE granules, two 
250 mg. tablets of caffeine sodium benzoate to stimulate 
gastric secretion, and labels for urine samples. Complete 
instructions for use are included in each package. 


4. If the color intensity of the test urine is equal to or 
exceeds that of the 0.6 mg. standard, the patient has 
secreted free gastric hydrochloric acid and the test is 
complete. 


Professional Service Department (9A) 
SQUIBB, 745 Fifth Avenue.New York 22, N. Y. 


Gentlemen: Please send a copy of your technical leaflet, 
i “A Tubeless Test for Gastric Acid” to: 


Would you like 
additional information 
On DIAGNEX BLUE? 

Dr 


Simply mail this coupon. 
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TAKE A NEW LOOK AT FOOD 
ALLERGENS™-TAKE A LOOK 
AT NEW DIMETANE: 


In a recent study'of 140 patients with various allergic manifestations DIMETANE gave 
good to excellent results in 87%. Was well tolerated in 92%. Only 11 patients (8%) 
experienced any side reactions and 5, of these could not tolerate any antihistamines. 
mentary dosage to Extentabs in acute allergic 4 


1. Thomas, J. W.: Ann. Allergy 76:128, 1958 
(PARABROMDYLAMINE MALEATE) 
situations. A. H. ROBINS CO., INC., Richmond im | 


20, Virginia. Ethical Pharmaceuticals of Merit Since 1878. EXTENTABS® e TABLETS e ELIXIR 


DIMETANE Extentabs (12 mg. each, coated) provide antihista- 
mine effects daylong or nightlong for 10-12 hours. Tablets 
(4 mg. each, scored) or pleasant-tasting Elixir (2 mg./5 cc.) 
may be prescribed t.i.d. or q-i.d., or as supple- Wii 
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Consider her comfort. Women naturally welcome the comfort of the RAMSES® Dia- 
phragm, with its cushion-soft rim, flexible in all planes to adjust to vaginal muscular action. 
The RAMSES dome, velvet smooth and thin, yet strong and durable, fits closely over the cer- 


vix to form a barrier against sperm. 


Consider the convenience. The specially designed RAMSES Introducer safely and 
accurately guides the diaphragm into place. RAMSES Vaginal Jelly,* applied in the two folds 


of the dome, remains in place during insertion. 


Consider the strength of motivation. Psychologic motivation has been found to 
be increasingly important to the success of contraceptive measures. So-called “method failures” 
may actually be “patient failures,” the result of patients receiving inadequate information, under- 
estimating the importance of the prescribed routine, or not sufficiently desirous of remaining 
nonpregnant. Properly used, RAMSES Diaphragm and Jelly reduce the likelihood of conception 
by at least 98%.! 

After fitting the diaphragm, prescribe the RAMSES “TUK-A-WAY™ Kit #701— the complete 
unit, containing diaphragm, introducer and jelly in attractive zippered bag. Diaphragm sizes 50 
to 95 mm. Jelly in 3 and 5 oz. tubes at all pharmacies. 

SActive agent, dodecaethylenegiyco! monolaurate 5%, in a base of long-acting barrier effectiveness 


1. Tietze, C.: Proceedings, Third International Conference Planned Parenthood, 1953. 


Ramses 


GYNECOLOGICAL PRODUCTS 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 


RAMSES and “‘TUK-A-WAY” are registered trade-marks of Julius Schmid, Inc. 
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FROM OTHER PAGES 


J.A.M.A., Sept. 27, 1958 


CO 


Early Tattooing 


The practice of tattooing...is undoubtedly of very 
ancient, prehistoric origin....An early historical reference 
to the practice is to be found under the Mosaic Law in 
Leviticus, xix. 28, “Ye shall not make any cuttings in your 
flesh... nor print any marks upon you.” Although at first 
probably purely decorative, tattooing later acquired religious, 
tribal, and social significance, or in some cases was merely 
of horrific intent. ... In Polynesia it was a mark of puberty; 
among Arabs, infants were tattooed as a simple ornament or 
means of recognition; for the American Indians and the 
Australians it was a sign of the tribe or family; while the 
Kaffirs employed it as a decoration for bravery. The most 
extensive tattooing is found on the Laos of Indo-China, 
where...the abdominal wall,...the thighs, legs, and 
breasts are often completely covered with fantastic animal 
figures. In Polynesia, too, large areas of the body were cov- 
ered, whereas the Maoris concentrated on the face... . In 
Japan the practice became a high art, and the most varied 
and delicate colours were produced. ... Apart from decora- 
tive and symbolic uses tattooing has had utilitarian employ- 
ment to identify slaves and criminals; in the British Army 
until 1879 the letter D was tattooed on a deserter and B C 
on a bad character. Much more recently the suggestion has 
been made, and I believe carried into practice, that medical 
information, probably in code, might be tattooed on patients 
liable to attacks of coma—for example, in hypoglycaemia—or 
postoperatively when some unexpected or additional struc- 
ture had been dealt with—for example, an appendectomy in 
an operation for gastric ulcer. 

There is no doubt that in this country tattooing, even of 
soldiers and sailors, among whom it was very popular not so 
long ago, is on the decline, but I was surprised to learn, 
by personal acquaintance with one, that the “young bloods” 
of late Victorian times were often extensively and expensively 
tattooed. The scene in this case, in a greyish-green monotone, 
was a classical one, reminiscent of a Leighton painting, ex- 
tending all over the torso. . . . Other ambitious tattoos include 
a hunting scene in full colour around the torso of a woman 
(for tattooing is not exclusively restricted to males) excel- 
lently executed, a picture on the back of a doctor represent- 
ing a tiger stalking through the jungle, which was a real 
work of art, and a large tropical butterfly on the chest of an 
officer, a most exquisite piece of work (Japanese) in which 
colours rarely seen, such as purples, blues, greens, yellows, 


etc., were beautifully combined. I have come across a large 
number of quite attractive tattoos of rather less extent which 
nevertheless displayed a good deal of artistry and a fairly 
wide range of colouring from the common red through the 
spectrum to the rare pure blue and purple.—N. C. Lake, 
Tattooing in the Service of Surgery, British Medical Journal, 
May 10, 1958. 


Hot Frogs Preferred 


Warmed-up frogs and toads are a boon to hungry mos- 
quitoes. They are preferred 100% to amphibians at room 
temperature. Experimenting with the cold-blooded frogs and 
toads, Edwin R. Willis of the pioneering research division, 
U. S. Army Quartermaster Research and Engineering Center, 
Natick, Mass., found mosquitoes were attracted to them when 
they were artificially warmed. Many mosquitoes even probed 
the warm board on which the animals were tied. A wet, 
warmed-up lizard is also more attractive than a dry one, the 
researcher found. The lizard’s heavily scaled skin prevented 
most of the mosquitoes from feeding. Given a choice, how- 
ever, a mosquito will take a human hand instead of a 
warmed-up toad. Apparently the heat lost by an animal to 
the surrounding air is the stimulus to which host-seeking 
mosquitoes respond.—Hot Frogs Entice Mosquitoes to Feed, 
Science News Letter, June 14, 1958. 


Antimony and Arsenic 


Both these metals had a reputation in general medicine in 
the Middle Ages, but had fallen on evil days because of ill 
use. They have both enjoyed a glorious “come-back” in 
tropical medicine. Antimony has proved itself the most 
potent drug in the treatment of the 2 great scourges of the 
tropics—leishmaniasis and schistosomiasis. . .. Arsenical com- 
pounds [have] ... proved curative in trypanosomiasis, espe- 
cially in the cerebral stage. Before the advent of penicillin 
[they were]... applied with success to the treatment of 
neurosyphilis. ... Other arsenicals are... amebicidal and are 
extensively used in chronic amebiasis. In the relapsing fever 
group, [arsenical] ... derivatives were, until recently, the 
only specific drugs against the blood spirochetes.—Sir P. 
Manson-Bahr, C.M.G., D.S.O., M.D., F.R.C.P., Contributions 
of Tropical Medicine to General Practice, The British 
Journal of Clinical Practice, June, 1958. 
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when the problem is infrequent defecation due to inadequate bowel motility 


Peri-Colace’ 


Dioctyl sodium sulfosuccinate and anthraquinone derivatives 
from cascara, Mead Johnson 


capsules syrup 


provides two-way action 


gently stimulates peristalsis 
prevents formation of hard stools 


Peri-Colace combines the mild peristaltic stimu- 
lation of Peristim* with the wetting action of 
Colace that keeps stools soft. 


In a study of 130 hospitalized patients with a 
wide range of clinical conditions, Peri-Colace 
effectively relieved constipation in 97% of the 
cases, (Lamphier, T. A.: Am. J. Proct. 8:440, Dec. 1957) 


To prevent the formation of hard, 
difficult-to-pass stools 


Colace 
Dioctyl sodium sulfosuccinate, Mead Johnson 
In capsules, syrup or liquid (drops). 


To save you time in instructing patients...“Advice 
on Constipation” leaflets are available in two ver- 
sions: Peri-Colace (Lit. 802); Colace (Lit. 801). 
You are cordially invited to ask your Mead Johnson 
representative or write us, Evansville 21, Indiana. 


\ Mead Johnson 


Symbol of service in medicine 


Standardized preparation of anthraquinone derivatives from cascara sagrada, Mead Johnson 


in the management of constipation ae two-way action 
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Monilial 
overgrowth 
is a factor 


SUPPLIZD: 

CAPSULES contain 250 mg. tetracycline HCI 
equivalent (phosphate-buffered) and 250,000 units 
Nystatin. ORAL SUSPENSION (cherry-mint fila- 
vored) Each 5 cc. teaspoonful contains 125 mg. 
tetracycline HCi equivalent (phosphate-buffered) 
and 125,000 units Nystatin. 


DOSAGE: 

Basic oral dosage (6-7 mg. per ib. body weight per 
day) in the average adult is 4 capsules or 8 tsp. 
of ACHROSTATIN V per day, equivalent to 1 Gm. 
of ACHROMYCIN V. 


tReg. U.S. Pat. Off. 


TETRACYCLINE (PHOSPHATE-BUFFERED) AND NYSTATIN 


Combines AcHRoMYciN with NYSTATIN 


ACHROSTATIN V combines ACHRomyYCINt V...the 
new rapid-acting oral form of AcHromycint Tetra- 
cycline...noted for its outstanding effectiveness 
against more than 50 different infections ...and 
NYSTATIN...an antifungal specific. ACHROSTATIN 
V provides particularly effective therapy for those 
patients who are prone to monilial overgrowth 
during a protracted course of antibiotic treatment. 
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new 
improved 
formula! 


Theragran—the ovigina! and most wideiy prescribed 
therapeutic vitamin preparation—is now expanded 
to provide additional nutritiona) support for your 
adult patients. In keeping with the proposals of in- 
vestigators, such vitamins as B.., pyridoxine and 
d-calcium pantothenate have been added to the 
formula, and the ascorbic acid content has been in- 
creased. These improvements in the Theragran for- 
mula provide your patients with extra value at no 
additional cost. 


Vitamin 1,000 U.S.P. Units 
Thiamine Mononitrate ...... 10 mg 
Niacinamide .. 100 mg. 
Ascorbic Acic 200 mg. 
Pyridoxine Hydrochloride 5 mg. 
d-Caicium Pantothenate ........... : 20 mg. 
Vitamin By, activity concentrate 5 meg. 


1 or more capsules daily os recommended by a physician. 
Family Pack of 180. Bottles of 30, 60, 100 and 1000, 


ALSO 


NEw! 
- formulated for vitamin therapy in children and adolescents 
as Theragran is forraulated for adults. 


for patients who prefer liquid vitamin therapy 


SQUIBB 
Squibb Quality— 
the Priceless 
Ingredient 
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FAST-ACTING ORAL BROAD-SPECTRUM THERAPY. tie modern blue and yellow 
ACHROMYCIN V Capsules, combining equal parts of pure crystalline ACHROMYCIN Tetracycline HCI and Citric Acid, provide 
unsurpassed oral broad-spectrum therapy. 


Speed of absorption adds new emphasis to the benefits of true broad-spectrum action, minimum side effects and wide range 
effectiveness that have established ACHROMYCIN as an antibiotic of choice for decisive control of infection. 


REMEMBER THE WHEN SPECIFYING ACHROMYCIN V. ney, bive and yellow 


capsules (sodium-free)—250 mg. with 250 mg. citric acid, and 100 mg., with 100 mg. citric acid. 


ACHROMYCIN V dosage; Recommended basic oral dosage is 6-7 mg. per |b. body weight per day. In acute, severe infections 
often encountered in infants and children, the dose should be 12 mg. per Ib. body weight per day. Dosage in the average adult 
should be 1 Gm. divided into four 250 mg. doses: 


ACHROMYCIN'V 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederie } 
*Reg. U.S. Pat. Off. 
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HYPERTENSIVE...yct controlled 


with safer combination therapy 


“objective relief... gratifying” 


Rauvera—the combination of alseroxylon 
and alkavervir—is much more effective 
than either drug alone. It virtually 
produces “‘no postural hypotension, no 
organ toxicity, and no sensitization 
reactions. Tolerance does not develop on 
prolonged administration... hypotensive 
action is steady and prolonged and 
persists over the entire twenty-four 
hours.'” Rauvera therapy can be 
continued over long periods of time. 


“subjective relief...even more so” 
Alseroxylon and alkavervir ‘“‘when 
combined produce mutual reinforcement 
so that... more severe cases respond,”’ yet 
**side effects are minimal.’’? Most 
patients feel better, are less tired and are 
free from headaches.® Anxiety and 
tension are relieved...pulse rate 
slowed...such symptoms as “‘heart 
consciousness,” tinnitus, vertigo, 
giddiness and insomnia disappear rapidly 
—leaving a calm and relaxed patient. 


RAUVERA 


Each scored tablet of Rauvera contains 1 mg. purified Rauwolfia serpentina 
alkaloids (alseroxylon) and 3 mg. alkavervir, biologically standardized. 


1, Bendig, A.: New York State J. M. 66:2523, 1956. 2. La Barbera, J. F.: Med. Rec. and Ann. $@:242, 1956. 3. Gitchrist, A. R.: Brit. M. J. No, I1:1011, 1956. 


SMITH-DORSEY a division of The Wander Company Lincoln, Nebraska 
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even for 


can given p.m. 
later without keep- 
ing the patient awake, 


cuts appetite without 


-4 


rubbing the nerves raw 


Most obese patients tend to overeat late in the day and at night””— 
often referred to as the “night-eating syndrome.” Now with LEVONOR 
you can even control night eating because unlike certain other an- 
orexigenics, the last dose is given in the evening, cutting the urge 
to eat with little or no likelihood of disturbing sleep. The late eve- 
ning dose does not interfere with sleep in the great majority of 
patients. The patient gets virtually no psychic stimulation from 


1 a 
LEVONOR.’ Relative freedom from & NORDMARK 
side effects reported as striking. 


48 
$ 
a 
+ 


tested clinically in 6,622 overweight patients 
effective appetite control... analepsis not noted 


Number of Average Average Weekly 
tnvestigator Patients Daily Dose Weight Loss Comment 


marked reduction in usual 


al. 1.10 -4 
Gadek, et a 3-4 tabs 2 pounds side effects 


Feldman? 2.38 pounds’ no analepsis noted 


Gosselin? satisfactory Levonor fills a need 


did not increase blood pressure 


Frohman* 2.8 pounds 
or pulse rate 


curbs appetite, real 


Pomeranze® 2 pounds 
improvement 


excitation and other side 
effects not observed 


Berkowitz° 35 3-4 tabs. 1.5 pounds 
easy dosage schedule: Many physicians prefer their patients to take 1 tablet at 11:00 a.m., 
1 tablet at 4:00 p.m. and 1 tablet at 8:00 p.m. Some patients, especially those who have 
been previously treated with d-amphetamine, may require a temporary initial dosage of 2 
tablets 3 times daily. LEVONOR offers the latitude necessary to adjust dosage to the needs of 
individual patients. 


Best results are obtained in conjunction with lowered caloric intake. 


supplied: Bottles of 100 tablets. Each tablet contains 5.0 mg. of levo amphetamine alginate (levo 1-phenyl-2-amino- 
propane alginate, Nordmark) pat. pending. 


1. Gadek, R. J., et al.: J.A.M.A. 167:453, 1958. 2. Feldman, H. S.: In press, 1958. 3. Gosselin, R. A. (Office Practice 
Study: 902 physicians): to be published. 4. Frohman, I. P.: In press, 1958. 5. Mayer, J.: Bull. New York Acad. Med. 
33:744, 1957. 6. Dole, V. P, et al.: Am. J. Clin. Nutrition 2:381, 1954. 7. Stunkard, A. J., et al.: J. Med. 19:78, 1955. 
8. Pomeranze, J.: Personal communication, 1958. 9. Berkowitz, D.: Personal communication, 1958. 10. Gadek, R. J.; 
Feldman, H. S.; Lucariello, R. J.: Scientific Exhibit, A. M. A. Meeting, December, 1957. 


*Trademark 


LE VIONIOR NORDMARK PHARMACEUTICAL LABORATORIES, INC., IRVINGTON, NEW JERSEY 


‘ 


J.A.M.A., Sept. 27, 1958 


OTOBIOTIC 


ANTIBACTERIAL-ANTIFUNGAL EAR DROPS 
Rapidly eradicates otitis externa, frequently 
contracted during the swimming season. Un- 
usually effective in pyogenic and mycotic 
infections of the external ear canal and in 
chronic otitis media. 

Otobiotic has a physiologic pH and is vir- 
tually non-irritating and non-sensitizing. It 
does not distort the morphologic landmarks. 
Each cc. contains Neomycin (from the sul- 
fate) 3.5 mg., sodium propionate 50 mg., in an 
hydroalcoholic-glycerin vehicle. 

Supplied: 15 cc. dropper-bottles. 


White Laboratories, Inc., Kenilworth, New Jersey 


| Tablets, vials of 50, meprobamate (200 mg.) and 


ig tetcanit a , “I scarcely know where to begin! I'll name an ailment, and 
rate: (10 me.) you see if I've got it, and we'll go on down the line?” 
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PROTECTS AGAINST PAIN 
CONTROLS ANXIETY 
Meprobamate and Pentaerythritol Tetranitrate 
4 


appetite curbed, sleep undisturbed 


PRELUDIN is a potent appetite suppressant pharmacologically distin- 
guished from the amphetamines in that it produces little or no undesir- 
able C.N.S. stimulation.!* Because it is so well tolerated, PRELUDIN 
can be given to overweight children with safety.° 


GE] GY greatly increases weight loss 


With PRELUDIN, patients generally lose two to five times as much 
weight as they would lose by diet alone.s* 


facilitates reducing in complicated obesity 
PRELUDIN shows no tendency to aggravate coexisting disorders such as 


moderate hypertension, chronic cardiac disease or diabetes.!+ 


(1) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. (2) Natenshon, A. L.: Am. Pract. & Digest 
Treat. 7:1456, 1956. (3) Barnes, R. H.: J.A.M.A. 166:898 (Feb. 22) 1958. (4) Gelvin. E. P.: 
McGavack, T. H., and Kenigsberg, S.: Am. J. Digest. Dis. 1:155, 1956. (5) Ressler, C.: 
J.A.M.A. 165:135 (Sept. 14) 1957. (6) Martel, A.: Canad. M. A. J. 76:117, 1957. 


PrELUDIN® (brand of phenmetrazine hydrochloride). Scored, square, pink 
tablets of 25 mg. Under license from C. H. Boehringer Sohn, Ingelheim. 


(brand of phenmetrazine hydrochloride) 


specifically for weight reduction 


Viginal 
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BUTAZ 


(phenylbutazone GEIGY) 


proven potency in a wide range of inflammatory disorders 


OLIDIN 


GEIGY 


Ardsiey, New York 


nonhormonal broad spectrum 
anti-inflammatory anti-arthritic 


Experimental! and clinical®!! reports on BUTAZOLIDIN emphasize its singular 
anti-inflammatory action— comparable to that of the steroid hormones. Among the 
wide range of disorders responding to treatment with BUTAZOLIDIN are: gouty 
arthritis; acute superficial thrombophlebitis; bursitis; rheumatoid arthritis; 
thrombosed hemorrhoids; rheumatoid spondylitis; osteoarthritis; psoriatic arthritis; 
peritendinitis. 

BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged 
to send for detailed literature before instituting therapy. 


(1) Stein, 1. D.: Angiology 6:403, 1955. (2) Kiing, H. L.: Schweiz. med. Wchnschr. 85:262, 1955. (3) Yourish, 
N.; Paton, B.; Brodie, B. B., and Burns, J. J.: A.M.A. Arch. Ophth. 53:264, 1955. (4) Selitto, J. J., and 
Randell, L. D.: abstracted, Fed. Proc. 13:403, 1954. (5) Domenjoz, R.: Internat. Rec. Med. 165:467, 1952. 
(6) Smyth, C. J., and Clark, G. M.: J. Chron. Dis. 5:734, 1957. (7) Brodie, B. B., and others: Am. J. Med. 
16:181, 1954. (8) Payne, R. W., and others: J. Lab. & Clin. Med. 45:331, 1955. (9) Connell, J. F., Jr., and 
Rousselot, L. M.: Ann. New York Acad. Sc. 68:155 (Aug. 30) 1957. (10) Neustadt, D. H., and Steinbrocker, 
0.: J. Lab. & Clin. Med. 47:284, 1956. (11) Skversky, N. J.; Yarrow, M. W., and Lewinn, E. B.: J. Albert 
Einstein Med. Cen. 5:268, 1957. 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; 
magnesium trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 
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postnasal drip orally 
relief in minutes.,..lasts for hours 


Postnasal drip can be controlled with a single “Besides avoiding the risk of nasal mucosal 


timed-release TRIAMINIC TABLET. Mucus flow is pathology associated with topical application, 
decreased — annoying throat-clearing need no the oral administration of decongestants pro- 
longer interrupt sleep. Equally welcome and vides better distribution via the blood stream, 
effective relief is obtained in allergic rhinitis, and furnishes decongestion in areas that can- 
sinusitis and the respiratory congestion of the not be reached by topical administration. Oral 
common cold. TRIAMINIC acts systemically to administration also provides longer duration of 
clear the nasal and paranasal passages prompt- action. Post-therapeutic turgescence or ‘re- 
ly and keep them clear for 6 to 8 hours. bound’ is rarely encountered.” 


Lhotka, F. M.: Ill. M. J. 112:259 (Dec.) 1957. 
Each timed-release TRIAMINIC TABLET contains: 


Phenylpropanolamine “Timed-release” keeps each TRIAMINIC 

hydrochloride . . . . . . . SOmg. tablet working for 6 to 8 hours to provide 
Pheniramine maleate. . . . . . 25mg. uninterrupted freedom from congestion. 
Pyrilamine maleate . . . . . . 25mg. Especially valuable in providing night- 


long relief from the discomfort of post- 


Dosage: For nasal congestion, 1 tablet in the ; 
nasal drip. 


morning, mid-afternoon and at bedtime, if 
needed. In postnasal drip, 1 tablet at bedtime 


1S usually sufficient. first —the outer layer dissolves 


Triaminic for the Pediatric Patient within minutes to produce 3 to 4 


New TRIAMINIC JUVELETS®, providing easy-to- hours of relief 
swallow half-dosages for the 6-to 12-year-old 
child, retaining timed-release construction for Fy 


prolonged relief. 


TRIAMINIC SYRUP, for those children and adults 
who prefer a liquid medication. Each 5 ml. tea- 
spoonful is equivalent to 4 TRIAMINIC TABLET 
or 2 TRIAMINIC JUVELET. 


Trademark then —the inner core disintegrates 
to give 3 to 4 more 
hours of relief 


“timed. release” 
tablets 


stop running noses... &, &. and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 
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you expect 


to calm your patients 


BUT 
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for example... 
IN CARDIAC CONDITIONS 


ATARAX is anti-arrhythmic. In addition to producing 
tranquilization, ATARAX “restored and then maintained 
normal sinus rhythm” in 30 patients with cardiac arrhyth- 


mias.' 


IN ALLERGIC REACTIONS 


ATARAX is antihistaminic. Tranquilizers usually have 
an equivocal effect on allergic disease; ATARAX appears to 


be an exception.? Feinberg reports “striking results” in 15 


out of 17 patients with chronic urticaria that cannot be 


attributed to calming action alone.? To date, over 649 cases 


of allergic dermatoses have responded favorably to 
ATARAX,*# 


IN GASTRIC DISTURBANCES 


ATARAX is anti-secretory.* Both emotional and physical 
aspects of certain gastric disorders are aided by ATARAX. 


ATARAX 


FOR MORE THAN ATARACTIC ACTION 


posace: Adults, one 25 mg. tablet or 1 tbsp. syrup q.id. 1. Burrell, Z. L., et al.: Am. J. Cardiol. 1:624 (May) 1958. 


Children, 1-2 10 mg. tablets or 1-2 tsp. syrup t.i.d. yh 3. 
suppLiep: Prescription only. Tablets, 10 mg., 25 mg., and Jr., et al.: South. M. J. 50:1285 (Oct.) 1957. Strub. 


100 mg., bottles of 100. Syrup, pint bottles. Parenteral |, y.: P 1 communication. 6. Schuller, B.: Gaz. des Hépi- 
Solution, 10 cc. multiple-dose vials. tux No. 103391 (Apr. 10) 1957. 


, FoR 
NEW YORK 17,N. Y. DIVISION, CHAS. PFIZER & CO.,INC. THE worto’s 


WELL-BEING 
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appropriate 
courageme 


nt, lead 


normal life” 


Lord Cohen of Birkenhead: M. J. 1:672, 1 


for appropriate medical management of epilepsy 


the Parke-Davis family of anticonvulsants 


...an anti-epileptic for every clinical need 


« complete control of seizures in many patients 


« reduced incidence and severity of seizures in many others 


for grand mal and psychomotor seizures 


Dilantin 
Phelantin 


Celontin 


Sodium (diphenylhydantoin sodium, 
Parke-Davis) is supplied in many forms 
—including Kapseals® of 0.03 Gm. and 
0.1 Gm. in bottles of 100 and 1,000. 


Kapseals (Dilantin 100 mg., phenobar- 
bital 30 mg., desoxyephedrine hydro- 
chloride 2.5 mg.), bottles of 100. 


for the petit mal triad 


Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 


Kapseals (phensuximide, Parke-Davis) 
0.5 Gm., bottles of 100 and 1,000. 
Suspension, 250 mg. per 4-cc. teaspoon, 
16-ounce bottles. 


2 
PARKE, DAVIS & COMPANY - DETROIT 32 MICHIGAN > IP) : 
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2 hours Lontabs are in the 
stomach and small bowel. Release of 
core substance is well under way. 


4 hours Lontabs are in the ileum 
and cecum as core has steadily eroded. 


X-RAYS 

SHOW 

HOW ONE 
PYRIBENZAMINE’ 
LONTAB’ 


relieves allergy all day or all night 


The unretouched X-ray films show how Lontabs release medication in the 8 hours Lontabs are still visible as 
digestive tract. So that the prolonged erosion of the Lontab core could _ substance of core continues to be released. 
be visualized by X-ray, subject was given 10 Lontabs, each containing 100 
mg. of a radiopaque substance in place of Pyribenzamine. 

With its unique formulation, the Pyribenzamine 

Lontab not only relieves allergy symptoms 

promptly, but sustains relief as long as 12 hours. 
_— Special outer shell releases 33 mg. Pyribenzamine 
hydrochloride within 10 minutes. 


Unique core releases approximately 18 mg. Pyri- 
benzamine hydrochloride the Ist hour, approxi- 
mately 50 mg. from the 2nd to the 12th hour. 
SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. (light blue) . 


NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 mg. (light green) 
— for children over 5 and for adults who require less antiallergic medication. 


PYRIBENZAMINE® hydrecnioride (tripel ine hydrochloride CIBA) 
LONTABS® (long-acting tablets CIBA) 
2/2862MK C I B A SUMMIT, N J. 
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Perhaps nothing can so readily undermine her feeling of 
femininity as the distressing symptoms of vaginitis. 
However, with Sterisil you can quickly restore comfort and 
composure and bring the infection under control. 


Especially convenient for your patients: in the average 

case only one application every other night is required for a total 
of six. However, severe infections may require treatment 

every night for about two weeks. 


Sterisil is available in a 1'/2 oz. tube with six convenient 
disposable applicators. 
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PREVENT 


both cause and fear 


ATTACKS 


“In diagnosis and treatment [of cardiovascular diseases] 
... the physician must deal with both the emotional and 
physical components of the problem simultaneously.” 


The addition of Miltown to PETN, as in Miltrate, 
“..appears to be more effective than [PETN] alone in the 
control of coronary insufficiency and angina pectoris.’ 


1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395,March 1958. 
2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 
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NEW 
dovetailed 
therapy 
combines 

in ONE tablet 


proven safety for long-term use 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 


MILTOWN’ PETN 


The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 
Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. 


For clinical supply and literature, write Dept. 1-Q 
WALLACE LABORATORIES, New Brunswick, N.J. 
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vagimtis 
mPpROVES 


TRICOFURON’ 


destroys all 3 principal pathogens 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON. IMPROVED 
provides: a new specific moniliacide MICOFUR® brand of nifuroxime, 

an established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus vaginalis. 

1. Office insufflation once weekly of the Powder (MICOFUR [ anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 0.375% and FUROXONE 0.25% in a water-miscible base). 


NEW BOX OF 24 SUPPOSITORIES WITH APPLICATOR 
FOR MORE PRACTICAL AND ECONOMICAL THERAPY, ; 


NITROFURANS —a new class of antimicrobial ither antibiotics nor sulfonamides. awl Ne 
EATON LABORATORIES, NORWICH, NEW YORK s 
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COSA ‘COSA 
cosa? "cosa COSA 


IN RESEARCH 


1. HIGH TETRACYCLINE SERUM LEVELS ** 
2. CONSISTENTLY ELEVATED SERUM LEVELS’ 
3. WELL TOLERATED PHYSIOLOGIC POTENTIATION WITH A NATURAL 


HUMAN METABOLITE® 


AND NOW IN PRACTICE 


4. RAPID CLINICAL RESPONSE*** 
5. UNEXCELLED TOLERATION*"*** 


“COSA COSA’ COSA COD 
COSA COSA COSA COSA COSA | 
OSA COSA COSA COSA COSA Cog 
COSA COSA COSA COSA COSA 
OSA Coss... COSA COSA COSA com 
L\ 
OSA ays OST 
OS) COS 
COSA COSA 
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THE MORE YOu EXPECT 
OF A LOCAL ANESTHETIC 
THE MORE YOU WILL DEPEND 
ON XYLOCAINE 


injectable soluti ‘an for 


Peridural Anesthesia 


contributed significantly to the restoration of peridural anesthesia as a technique of 


Xylocaine has 
immediately apparent advantages are its effec- 


choice for a wide variety of surgical procedures. Its 
tiveness, and the safety and relative freedom from sensitivity which have characterized the entire 


clinical experience of this agent. The rapidity of onset, as well as the profoundness and diffusibility 
of which Xylocaine is capable, renders it readily acceptable to the caudal, the lumbar, the thoracic 


and the cervical approaches to the peridural space. 


with 
ith Xylocaine peridural, patients are relaxed, fully cooperative and recovery from anesthesia is 


uneventful. Of particular advantage is the ability of Xylocaine to produce Overall anesth 


without the “‘spottiness” Sia symptoms 


20 cc- and 5 


wultiple dere 


ine 
ithout 
430, 
190 Vials: single 9%, pexe ine 
2 ct. epinepheme 
‘of 


3 
atacteristic of other agents employed for this tech 7 
indi less 
nique. With Xylocaine, and for those cases where Vasopressor drugs are not contraindicated, a 
epinephrine is required than with any other local anesthetic agent, i 
A bibliography of more than 300 published references reports on SUCCessfy| application of Xylocaine / 
| for peridural anesthesia, as well a$ for local infiltration, topical anesthesia, nerve blocks and spinal AK 
We will forward it gladly upon request so you can See why it is said. “They rewrote the % 
book for Xylocaine.” 
xo MORE Slide #165 Of series 
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rapid and lasting responses in: 
atopic dermatitis ( ‘sent 
eczematous dermatoses 


pruritic States Therapeutic-Cosmetic (Resorcin and Sulfur Compounds, Almay®) 


psoriasis Resulin provides resorcin drying and securing mild exfoliation 
: at of the skin combined with sulfur for inhibiting sebaceous gland 
seborrheic dermatitis ' activity in cosmetically individualized preparations. Thus, with 


the first application, the facial appearance improves considerably 
¥ while, simultaneously, acne corrective action commences. 
anata. 
In severe acne RESULIN LOTION, 
alma- tar c in 4 fl. oz. bottles, Blonde and Brunette 
a In mild acne or | RESULIN LOTION MODIFIED, 
Wi: when skin is tender in 4 fl. oz. bottles, Blonde and Brunette 
alma tar... In dry-skin RESULIN OINTMENT, 
comedo-type acne in 1% oz. tubes, Blonde and Brunette 
alma-tar.. <> fe For thorough, medicated | RESULIN SOAP WITH SALICYLIC ACID, 


Cleansing in all cases in 4 oz. cakes 


alma-tar... RESULIN compounds are indicated 
in all acne conditions: 


Literature and samples sent on request. 


Literature and samples 
sent on request. 


© ince 
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Progressive increases in vital 
capacity following a single 
oral dose of five tablespoonfuls 


of Elixophyllin. 


Average vital 
capacity of 

20 patients in 
acute asthmatic 
attack was 
2088 cc. before 
treatment.* 


*Spielman, D.: 
Ann. Allergy 
15:270, 1957. 


(Average increase in 
30 minutes — 807 cc.)* 


after 30 min. 
after 15 min. 


ASTHMA 


RELIEVED IN MINUTES 
BY ORAL DOSAGE... 


74% of severe attacks 
terminated by oral medication 


Fifty unselected patients admitted for emergency room 
treatment of severe acute asthmatic attacks were given 75 cc. 
Elixophyllin orally instead of intravenous aminophylline. 
Of these, 37 (74%) were completely relieved and discharged 
without further treatment—9 responded to additional 
therapy —4 were hospitalized as status asthmaticus cases. 

— Schluger, J., et al.: Am. J. M. Sci. 234:28, 1957. 


Each tbsp. (15 cc.) contains: THEOPHYLLINE 80 mg., ALCOHOL 3 cc. 


Bottles of 16 fl. oz. available at prescription pharmacies — Rx only. 
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FOR A Goon NIGHT ’s SLEEY 
AND A FRESH FEELING IN 
THEE MonRnNnN IN G 


NoT A BARBITURATE 


Acts promptly - essentially non-habit forming - broad safety margin 
- may be taken at bedtime or in the wee small hours for pre-dawn 
insomnia, with still an alert awakening at the desired hour. 


DOSAGE: 


two 200 mg tablets gently but firmly put the confirmed insomniac to sleep. 
one 200 mg tablet lulls the geriatric patient to sleep. 


one 50 mg tablet t. i. d. provides daytime sedation without drowsiness. 
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PAIN... 


the first concern control 
in patient without 
after patient narcotics 


Zactirin is a potent 
analgesic. It controls 
pain as effectively as 
does codeine, but its 
use is free from the 
well-known __ liabilities 
of codeine. 


2 Zactirin tablets are 
equivalent in analgesic 
potency to % grain of 
codeine plus 10 grains 
of acetylsalicylic acid. 


Zactirin is non-nar- 
cotic. 


Zactirin is effectively 
anti-inflammatory. 


Supplied in distinctive, 2-layer yel- 
low-and-green tablets, bottles of 48. 
Each tablet contains 75 mg. of 
ethoheptazine citrate and 325 mg. 
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When patients keep coming back with 
repeated recurrences of respiratory infec- 
tion, a bactericidal antibiotic may well be 
required. 

‘Ilotycin’ is a wide-spectrum antibiotic 
that is reliably bactericidal in recom- 
mended doses. Further, ‘Ilotycin’ kills 
bacteria that cause 96 percent of the severe 


rely on ILOTYCIN* to kill the bacteria 


INDIANAPOLIS 6, 


respiratory infections you see in your 
practice. 
Rely on ‘Ilotycin’ routinely for rapid 


response in bacterial respiratory infections _ —, 


and for freedom from the fami 
rences which we: 
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‘or prescribing {nformation 


page 689 of your 1958 
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HILE MOST physicians ascribe to the 
treatment of purulent collections, such as 
a pelvic or subdiaphragmatic abscess, by 
surgical drainage, many apparently do 
not consider an acute empyema in the same 
light.' There are, perhaps, logical reasons for 
this attitude. Empyema is usually a complication 
of an antecedent illness; it is insidious in onset, 
and the diagnosis is frequently overlooked. When 
diagnosed, it can be readily followed by roentgen- 
ographic examination and most often appears ac- 
cessible to thoracentesis and local therapy. With this 
in mind, many physicians will perform repeated 
aspirations and local instillation of antibiotics, 
which may be successful, although therapy is there- 
by prolonged and potentially dangerous. More in- 
sidious, however, is the false assumption that all 
acute empyemas may be treated in this manner, 
particularly those of staphylococcic origin. 

An empyema is more than a purulent collection 
in the pleural space. It constitutes an actual ab- 
scess, and the pleurae, formerly thin and glistening, 
are now abscess walls—thickened, granular, in- 
flamed, and supporting a pyogenic growth. In addi- 
tion, the pleural space, in reaction, develops bands 


of fibrous tissue which make tortuous and sinuous ° 


extensions with little apparent communication be- 
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A thoracic empyema is more than a col- 
lection of pus in the pleural space; it is an 
actual abscess. The inflamed pleurae form 
its walls, and it is commonly divided by 
bands and adhesions into subspaces with 
little apparent intercommunication. It usually 
develops by lymphatic bacterial drainage 
into an initially sterile pleural effusion, by 
direct extension from the lung itself, by rup- 
ture of a subpleural abscess, by septic em- 
bolization, or by traumatic or iatrogenic 
contamination. For rapid and complete heal- 
ing the abscess must be completely evacu- 
ated. Antibiotics must be used with pinpoint 
accuracy, or a chronically ill patient will 
come to harbor an organism resistant to all 
usual antibiotics. These principles are illus- 
trated by ten case reports. 


tween the different partitions. To assume that daily 
aspirations of a small amount of pus will empty this 
space is wistful thinking. For rapid and complete 
healing, the abscess must be completely evacuated, 
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the partitions separated, and the space obliterated. 
Failure to perform this will result in a functionless, 
trapped, compressed lung, and more extensive sur- 
gical treatment will be needed for reexpansion of 
the lung and cure of the empyema. 

Although some cases of acute staphylococcic 
empyema, if treated early, will respond to thora- 
centesis, local instillation of antibiotics, and enzy- 
matic débridement,’ to prescribe this as the pre- 
ferred treatment is dangerous. Actually, many 
patients whose disease responds to thoracentesis and 
antibiotic therapy have infected effusions without 
true abscess formation. The empyema may be 
aborted but not cured, since it has never existed. 
For the most part, pinpoint accuracy of the 
antibiotic is the key factor,* and, in combating 
the staphylococcus, this has been only tempo- 
rarily achieved when a new antibiotic is introduced. 
When resistance develops, conservative treatment 
again results in a prolonged period of multiple 
inadequate attempts of thoracentesis with eventual 
failure; the chronically ill patient now harbors an 
organism resistant to all antibiotics, well past the 
optimum time for the most effective and simple 
surgical drainage. 

The following case reports, collected in the past 
two years at the District of Columbia General Hos- 
pital and the George Washington University Hospi- 
tal, are presented to illustrate this problem and to 
reemphasize the necessity of early surgical drainage 
when dealing with staphylococcic empyema. 


Report of Cases 


Case 1.—A 40-year-old woman was admitted to the Dis- 
trict of Columbia General Hospital on Oct. 22, 1956. The 
patient, a known alcoholic and epileptic, had a three-week 
history of cough, chills, fever, and bilateral pleuritic pain. 
Physical examination revealed a blood pressure of 120/70 
mm. Hg, a pulse rate of 104 per minute, a respiration rate of 
48 per minute, and a temperature of 104 F (40 C). There 
were moist rales bilaterally with dulness to percussion and 
decreased breath sounds in both lung bases. X-ray examina- 
tion showed a right lower lobe pneumonia with a small 
pleural effusion. The sputum was collected for smear and 
culture, and the patient was given tetracycline (Achromycin), 
500 mg. intramuscularly every six hours. Despite clinical 
improvement, the pleural effusion increased and thoracentesis 
three days after admission was productive of 600 cc. of a 
cloudy fluid, which was subsequently found to be negative 
on culture. The temperature rose during tetracycline ther- 
apy, and fluid subsequently drawn by thoracentesis was 
positive on culture for Staphylococcus pyogenes var. aureus, 
coagulase positive. Erythromycin was then given, 500 mg. 
four times daily. Multiple thoracenteses with streptokinase- 
streptodornase ( Varidase) instillations proved unsuccessful. 
Surgical drainage was performed on Nov. 15, 1956, with 
prompt remission of the fever and a satisfactory result. 


Case 2.—A 66-year-old woman was admitted to the Dis- 
trict of Columbia General Hospital on Feb. 1, 1956, because 
of a productive cough, fever, dyspnea, and general malaise 
of six months’ duration. Studies on the medical service 
established the presence of a massive left pleural effusion 
and pneumonia. Sputum examination showed many pneumo- 
cocci, and the patient was given novobiocin (Albamycin), 
500 mg. every six hours. After one week no improvement 
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was demoristrable, and antibiotic therapy was changed to 
that with erythromycin and then in four days to that with 
tetracycline, 500 mg. every six hours. Multiple thoracenteses 
were productive of small amounts of purulent material. After 
one month, no improvement was seen and open drainage 
was instituted. Cultures of the fluid at this time were posi- 
tive for Staph. pyogenes var. aureus, coagulase positive. Nine 
days after drainage, the temperature was normal and the 
antibiotic therapy was discontinued. After prolonged treat- 
ment with irrigations, the patient made an uneventful recov- 
ery. 

Case 3.—A 53-year-old woman was admitted to George 
Washington University Hospital on Aug. 12, 1956, because 
of persistent fever, chest pain on the right, and a 20-lb. 
(9.1-kg.) weight loss after an episode of pneumonia two 
months previously. At that time, she was given a diagnosis 
of right lower lobe pneumonia and therapy with chloram- 
phenicol (Chloromycetin), 250 mg. every four hours, and 
500 mg. of tetracycline given intravenously daily for four 
days was instituted. Sputum cultures revealed hemolytic 
streptococcus, Staph. pyogenes var. aureus, and Proteus 
vulgaris. Therapy with the above antibiotics was discon- 
tinued, and that with penicillin, 300,000 units every four 
hours, and streptomycin, 0.5 Gm. twice daily, was started, 
after cultures were reported moderately sensitive to these 
drugs. The patient was discharged from the hospital after 
two weeks of this therapy. 

On subsequent admission to the George Washington Uni- 
versity Hospital, examination confirmed the presence of an 
empyema of the right pleura. The patient was operated on 
under local anesthesia; a modified Eloesser flap was _per- 
formed with resection at part of the sixth and seventh ribs 
at the posterior axillary line. A copious amount of purulent 
material was removed which, on culture, grew Staph. pyo- 
genes var. aureus, coagulase positive, resistant to all the 
commonly used antibiotics. She was therefore not given 
antibiotics, but irrigation with saline solution for mechanical 
débridement was done frequently. After one week, the 
empyema cavity measured 55 cc. and she was discharged 
with the drainage tube in place. She continued to receive 
treatment at home until the space measured 10 ce. in vol- 
ume, when the tube was removed. Her total period of drain- 
age was almost four months. 


Case 4.—A 16-month-old child was admitted to the Dis- 
trict of Columbia Hospital on Feb. 17, 1957, in acute respira- 
tory distress, breathing 48 times a minute, with a temperature 
of 105 F (40.5 C) and a pulse rate of 130 per minute. The 
patient had an upper respiratory infection for one week, 
which was treated by the family doctor with one injection 
of penicillin. The child appeared to have nuchal rigidity, 
and a spinal tap was done. The fluid was normal. Roentgeno- 
graphic examination showed complete obliteration of the left 
lung field, and thoracentesis was performed. Fifty cubic 
centimeters of pus was removed, a smear of which showed 
gram-positive cocci. Therapy with chloramphenicol, 250 mg. 
every six hours, was started and underwater tube drainage 
performed. The patient made gradual improvement, and the 
underwater drainage was converted to open drainage. On 
the 41st hospital day, he developed septicemia, with Staph. 
pyogenes var. aureus, coagulase positive, resistant to all 
antibiotics except novobiocin. The chloramphenicol therapy 
was discontinued, and novobiocin, 100 mg. every six hours, 
was given for one month. The empyema space completely 
resolved, and the patient was discharged on May 29, 1957. 


Case 5.—A 59-year-old man was admitted to the George 
Washington University Hospital on July 13, 1956, because 
of persistent fever and left upper quadrant pain after a fall 
two weeks prior to admission. One year before, he had 
suffered a cerebrovascular accident. One month prior to 
admission, the patient was treated for left upper quadrant 
pain and fever; at that time a diagnosis of urinary infection 
was made, and he had a remission of his symptoms. 
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Examination revedled an elderly, chronically ill man with 
aphasia and severe rheumatoid arthritis. Temperature was 
102.2 F (39 C), blood pressure 140/90 mm. Hg, respiration 
rate 22 per minute, and pulse rate 90 per minute. There 
were residuals of a hemiplegia on the right side and dry 
rales in the right upper and left lower regions of the chest. 
There was tenderness in the left upper quadrant and axillary 
line without guarding or muscle spasm. Laboratory examina- 
tion revealed a hematocrit value of 33%, leukocyte count of 
9,750 per cubic millimeter, blood urea nitrogen level of 
12 mg. per 100 cc., and amylase level of 7 units per 100 cc. 
The urine showed many clumps of bacteria, and a culture of 
it was positive for Staph. pyogenes var. aureus, coagulase 
positive. An electrocardiogram showed nonspecific T-wave 
changes. An x-ray of the chest revealed a fluid level in the 
left lung base representing a walled-off empyema or lung 
abscess. Thoracentesis was productive of green, bloody, 
purulent material that was positive on culture for Staph. 
pyogenes var. aureus, coagulase positive. The patient was 
operated on and tube drainage with water seal suction ap- 
plied. Penicillin, one million units daily, and streptomycin, 
1.5 Gm. daily, were given. The clinical response was good. 
A few days later rib resection and Eloesser flap construction 
were done. Therapy with erythromycin, 200 mg. every six 
hours, was begun at this time, and the patient made an 
uneventful recovery. He was transferred to another hospital 
for nursing care and rehabilitation. 


Case 6.—A 54-year-old woman was admitted to George 
Washington University Hospital on June 30, 1956, because 
of fever, cough, and weight loss of one month’s duration. 
The patient was being treated for an upper respiratory in- 
fection for one month prior to admission with inadequate 
doses of antibiotics. She was referred for admission because 
of deterioration of her condition and recent pain on the right 
side of her chest. She had had poliomyelitis at the age of 7 
years and had a residual partial paralysis of her left leg. 

Chest x-ray showed complete opacity of the right lower 
part of the chest and homogeneous densities in the right 
upper part, suggesting fluid or consolidation. The left lung 
was clear. Thoracentesis was performed and 40 cc. of 
purulent material aspirated. This was positive on culture for 
Diplococcus pneumoniae, and penicillin, 600,000 units twice 
daily, was given. The organism was sensitive to all anti- 
biotics. Surgical consultation was obtained the following 
day, and tube drainage was performed with the patient 
under local anesthesia. Posterior and anterior pockets were 
encountered and two tubes inserted. Approximately 1,000 cc. 
of pus was obtained which was positive for only Staph. 
pyogenes var. aureus, coagulase positive, which was sensitive 
to all antibiotics except penicillin. The patient was given 
erythromycin, 250 mg. every four hours, and was discharged 
10 days after surgery. The empyema space had decreased 
from a 1,000-cc. volume to a 38-cc. volume in that period. 
She was followed in the outpatient clinic and made an 
uneventful recovery. 


Case 7.—An ll-year-old boy was admitted to George 
Washington University Hospital on March 20, 1957, because 
of persistent fever and pain of one month’s duration on the 
left side of the chest. The boy was hospitalized one month 
previously at another hospital, for similar complaints, and 
examination at that time revealed a temperature of 104 F 
(40 C), pleuritic pain on the left side of the chest, a leuko- 
cyte count of 20,000 per cubic millimeter, with 90% poly- 
morphonuclear cells, and a diffuse haziness on x-ray of the 
left lung field. Thoracentesis was nonproductive, and he was 
given a broad-spectrum antibiotic and penicillin. His fever 
subsided, and, because of a strongly positive intermediate 
PPD test, he was discharged on therapy with streptomycin 
and isoniazid. Several days after discharge his temperature 
was again elevated, but repeated x-ray examinations showed 
no change and no pulmonary findings could be elicited. A 
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histoplasmin agglutination test was recorded as 1:16 one 
week prior to admission, but a second test just before ad- 
mission was not diagnostic. 

Physical examination showed a chronically ill boy. X-ray 
of the chest at this time showed a circumscribed mass at the 
upper posterior mediastinum on the left. Findings on exami- 
tion were entirely normal except for an elevated white blood 
cell count of 22,300 per cubic millimeter, with 56% seg- 
mented cells, 1% band cells, 41% lymphocytes, 1% mono- 
cytes, and 1% eosinophils. With the patient under local 
anesthesia, an empyema pocket was found by needle aspira- 
tion. Drainage required resection of a small portion of the 
left seventh and eighth ribs about 2 cm. lateral to the trans- 
verse process. 

Over 200 cc. of foul-smelling pus was removed. This was 
positive on culture for Staph. pyogenes var. aureus, coagu- 
lase positive. The patient was placed on therapy with 
penicillin and streptomycin for five days, and with drainage 
he had prompt remission of his fever. He was discharged to 
the outpatient department in one week and was subsequently 
treated with frequent irrigations unti] the volume of the 
space was reduced to 5 cm. of water, when the tube was 
removed. The patient required no antibiotics after dis- 
charge, and the space was closed in approximately five 
weeks. 

Case 8.—A 9-month-old boy was admitted to the District 
of Columbia General Hospital because of a persistent fever 
and pharyngitis. He was given penicillin for two days and 
tetracycline orally for one day as an outpatient. 

Examination disclosed an acutely ill, listless infant with a 
temperature of 105.6 F (40.9 C) and a respiration rate of 
40 per minute. The patient had minimal pharyngitis, bilateral 
otitis media, diffuse rhonchi throughout both lung fields with 
decreased breath sounds, and dulness to percussion over the 
right side of the chest. An x-ray the following day showed a 
mottled infiltration in the right lung field with pleural effu- 
sion obscuring most of the right side. Because of four loose 
bowel movements, the patient was placed in isolation and 
given fluids intravenously. Penicillin, 300,000 units every six 
hours, and sulfisoxazole (Gantrisin), 1 Gm. per pound of 
body weight administered intravenously, were given. The 
following day a throat culture was reported positive for 
Staph. pyogenes var. aureus, coagulase positive. The tem- 
perature was still elevated to 104 F (40 C), the respiratory 
rate was 70 per minute, and the pulse rate was 200 per 
minute. Intravenously given novobiocin, 100 mg. per pound 
of body weight for two doses and then 50 mg. per pound 
every six hours, was given. The fourth hospital day no im- 
provement was noted. Thoracentesis was performed and 
20 cc. of cloudy fluid removed. Novobiocin, 100 mg., and 
penicillin, 300,000 units, were instilled. The patient was 
digitalized. He then continued to have daily thoracentesis 
and antibiotic instillation performed without x-ray signs of 
improvement or clinical evidence of response. On Sept. 21, 
1957, the ninth hospital day, surgical consultation was ob- 
tained and tube drainage in the seventh intercostal space at 
the mid-axillary line was performed. The patient became 
afebrile in four days, and the tube was removed in approxi- 
mately one month. He showed gradual improvement, al- 
though possible cyst formation, characteristic of staphylo- 
coccic pneumonia, was noted in the lung. 


Case 9.—A 12-month-old girl was admitted on Feb. 22, 
1957, to the District of Columbia General Hospital for treat- 
ment of second and third degree burns of both hands 
accidentally inflicted at home one week prior to admission. 
Physical examination showed a well-developed, well-nour- 
ished child. Temperature was 100 F (37.7 C), pulse rate 
140 per minute, and blood pressure 120/80 mm. Hg. There 
was a mucopurulent upper respiratory infection, second and 
third degree burns of the palmar surface of both hands with 
gross secondary infection, epitrochlear and axillary adenopa- 


thy, and rhonchi in both lung fields. 
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X-ray on the day after admission “showed a right basilar 
pneumonia. One week later, after surgical débridement of 
the burns, a diagnosis of left lower lobe pneumonia was 
given. During this time she was being given tetracycline, 
30 mg. per pound of body weight every four hours. The 
patient was becoming tachypneic, and x-ray showed opaci- 
fication of the entire left lung with mediastinal shift to the 
right. On March 10, 1956, her 10th hospital day, she became 
comatose. Thoracentesis was performed and 70 cc. of pus 
removed. Medical consultation was obtained, and repeated 
thoracentesis and instillation of erythromycin, 60 mg. four 
times a day, was advised. 

Culture of the fluid obtained on thoracentesis was positive 
for Staph. pyogenes var. aureus, coagulase positive. Multiple 
thoracenteses were performed for the next 10 days with 
some resolution in her fever but with no significant x-ray 
evidence of improvement. Surgical consultation was ob- 
tained, and on March 20, 1957, surgical drainage and 
Eloesser flap formation were performed in the left eighth 
intercostal space at the left mid-axillary line. She was given 
chloramphenicol in addition to the erythromycin, and she 
showed gradual improvement until her discharge on June 16, 
1957. 


Case 10.—A 50-year-old man, a chronic alcoholic, was 
admitted to the District of Columbia General Hospital on 
April 1, 1956, because of pleuritic pain on the left, cough, 
and fever of one week’s duration. Physical examination 
showed temperature 102.6 F (39.3 C), blood pressure 
142/90 mm. Hg, pulse rate 108 per minute, and respiration 
rate 22 per minute. The patient had decreased breath 
sounds, dulness to percussion, and increased tactile and vocal 
fremitus over the left upper part of the chest. X-ray examina- 
tion showed a left pleural effusion obscuring the lung field. 
Gram-positive cocci were found in the sputum, and the 
patient was started on a regimen of multiple thoracentesis 
with locally and parenterally given penicillin. Culture of the 
pleural fluid on April 24, 1956, was positive for Staph. 
pyogenes var aureus, coagulase positive. The patient was 
then started on therapy with erythromycin, 500 mg. every 
six hours, but showed no improvement; he was subsequently 
given chloramphenicol, 1 Gm. every six hours. On May 11, 
1956, the 40th hospital day, surgical drainage was instituted, 
and the patient showed rapid improvement. The tube was 
removed on June 7, 1956, although the empyema space was 
not measured at the time. Three weeks later the patient 
showed a recurrence of his empyema, and a study with use 
of iodized oil (Lipiodol) revealed a space measuring 30 cc. 
Accordingly, dependent tube drainage was reinstituted, and, 
after a prolonged period of drainage and irrigation with 
saline solution, the empyema cavity was reduced to 5 cc., 
the tube was removed, and the patient was discharged on 
Oct. 3, 1956. During the course of treatment, the patient 
had a total of 30 thoracenteses done and cultures made. 
Only two of these showed infection with Staph. pyogenes 
var. aureus, coagulase positive, which was sensitive to 
chloramphenicol and resistant to penicillin, streptomycin, 
oxytetracycline, and tetracycline. This illustrates one of the 
adverse effects of giving antibiotics before establishing the 
diagnosis. 

Comment 

While most frequently staphylococcic empyema 
is secondary to a primary bacterial or virus pneu- 
monia, it may be secondary to an entirely extra- 
thoracic infection. The most common method for 
the development of an empyema is one of the fol- 
lowing ways: by lymphatic bacterial drainage into 
a sterile pleural effusion, by direct extension from 
the lung itself, by rupture of a subpleural abscess, 
by septic embolization, and, lastly, by external trau- 
matic or iatrogenic contamination. 
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All are illustrated in the cases reported here. The 
mechanism usually varies with the age and primary 
illness of the patient. In the infant, direct pleural 
extension from the rupture of a small subpleural 
abscess during the course of a staphylococcic pneu- 
monia is the most common mechanism. In adults, 
staphylococcic pneumonia is less common, and, 
hence, most cases of staphylococcic empyema result 
from the invasion of the pleural effusion associated 
with a primary bacterial or virus pneumonia. In the 
older or chronically ill patient, septic embolization 
from an extrathoracic source, such as the urinary 
tract, is a common cause, while in the acutely ill 
debilitated person, such as is seen with severe burn 
cases, hematogenous dissemination may occur. 

Although the mortality due to staphylococcic 
empyema has been greatly reduced from its previ- 
ous high of 50 to 70% in infants and children," 
the morbidity is still significant. This is due to two 
factors: delayed diagnosis and inadequate treat- 
ment. The diagnosis is frequently difficult. Most 
adult patients present themselves because of a fever 
of undetermined etiology after one of the above- 
mentioned processes. Serial or multiple-view roent- 
genographic examination may reveal pleural fluid. 
This most often presents itself in the costophrenic 
sulcus but may be loculated in the anterior or pos- 
terior paramediastinal region and easily obscured 
on x-ray. In the very young, a characteristic acute 
bleb formation associated with pneumonia, pleural 
effusion, and/or pyopneumothorax is quite patho- 
gnomonic of staphylococcic infection. This bleb 
formation was noted in two of the above cases and 
in 25% of the 41 cases of staphylococcic pneumonia 
and empyema in children, as reported by Kanof 
and coworkers.’” It is believed to be due to a bron- 
chiolar obstruction with the resultant empysematous 
bleb formation and is to be differentiated from the 
usual abscess formation which may also occur. 
These are frequently so large that they are mistaken 
for a pneumothorax, and inadvertent puncture of 
the lung with a resultant tension pneumothorax is 
one of the dangers of repeated thoracentesis for 

staphylococcic empyema. 

The diagnosis, however, must be confirmed by 
performing thoracentesis with use of meticulous 
aseptic technique. If purulent material is encoun- 
tered, surgical drainage, of course, should be per- 
formed. Most patients, however, will have received 
various antibiotics and, in the early stages, have a 
cloudy effusion which may or may not be positive 
on culture. It is at this point that inadequate man- 
agement usually results, and repeated thoracentesis 
with local instillation of antibiotics is initiated. If 
an effusion is obviously clear, is a transudate, and 
is negative on culture, surgical drainage, of course, 
should not be done. But if an effusion is milky and 

in reality represents an early empyema, which can 
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be demonstrated on smear and/or culture, then 
surgical drainage should be instituted before a 
chronic empyema results. 

The surgical treatment should begin with ade- 
quate localization on x-ray, requiring postero- 
anterior, lateral, and right and left anterior oblique 
films. Several thoracenteses may be necessary to 
adequately localize the empyema. Drainage is then 
instituted. Two types of drainage may be used, 
depending on the nature of the pus. If a non- 
loculated fluid is present in the costophrenic sulcus, 
underwater intercostal tube drainage is necessary. 
Open drainage would result in a pneumothorax. 
The empyema of several weeks’ duration with a 
localized accumulation of pus presents a different 
problem. Because of the inflammatory reaction, 
pleural symphysis and thickening is present over 
the remaining lung and the empyema represents 
a true pocket. This may be drained without under- 
water protection because the pleural symphysis will 
prevent the development of a pneumothorax. The 
site of drainage will depend on the location of the 
lesion but will usually be in the 6th intercostal 
space if the pocket is anterior, the 7th or 8th inter- 
space, if lateral, or the 9th or 10th space if posterior 
because of the varying level of diaphragmatic at- 
tachment. The dome of the diaphragm will hinder 
adequate drainage at lower levels. The tube should 
be a large one—of the caliber of a 28 F. catheter— 
and may be inserted with the patient under local 
anesthesia. This tube is then connected to under- 
water drainage and, depending on roentgenograph- 
ic and clinical findings, should remain in place 
usually for about one week. 

In the empyema of several weeks’ duration, a 
more prolonged period of drainage is necessary. 
Because of the symphysis, open drainage may be 
instituted as stated above. The opening, however, 
should be large enough to admit a tubing 1-in. in 
diameter and to allow easy irrigation, since in this 
type of empyema mechanical débridement by fre- 
quent irrigations is usually more important than 
the effect of the antibiotics. Accordingly, a subperi- 
osteal 2-in. resection of one or two ribs overlying 
the dependent area of the pocket should be per- 
formed with the patient under local anesthesia. 
If a prolonged drainage time is anticipated, the 
skin may be sutured to the pleural edge, creating 
an Eloesser flap. 

Once drainage has been instituted, the problem 
of duration of treatment arises. The patient is natu- 
rally anxious to have the tube removed or the drain 
site closed. The physician at this point may fall 
into the error of too early termination of the drain- 
age, since the amount of drainage may actually be 
very small in a 24-hour period. If the tube is re- 
moved, the skin will rapidly close over and an 
apparent healing take place, only to be followed 
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by a recurrent empyema. It is essential that, during 
the course of treatment, frequent volumetric re- 
cordings of the empyema space be made and 
contrast visualization of the shape and extension 
of the empyema cavity performed. The latter is 
easily done by injecting iodized oil, aqueous Di- 
onosil (propyl ester of 3, 5 diiodo-4-pyridone- 
N-acetic acid in water suspension with carboxy- 
methylcellulose added ), or any of the usual contrast 
material into the space and taking multiple x-ray 
views with the patient in the decubitus and erect 
positions. The volume of the empyema cavity is 
determined by simply placing the patient on his 
uninvolved side and injecting sodium chloride 
solution into the cavity until it is filled. Caution 
must be exerted here on those patients suspected 
of having a bronchopleural fistula, lest the opposite 
lung be flooded. For this reason, the contrast vis- 
ualization should be performed first. 

The duration of drainage will depend on the 
volume and shape of the empyema space. A drain 
should be left in place until the volume of the 
space is 10 cc. or less. Occasionally, a tortuous or 
dumbbell-shaped cavity develops, and one portion 
of it may become sequestered or partially blocked 
from the line of drainage. Although the total volume 
may then be not more than 10 to 20 cc., this will 
usually require a second drainage site for expedi- 
tious healing. Most empyema spaces will heal with- 
in 8 to 12 weeks, even though the original space 
was several hundred cubic centimeters in volume. 
Once a true empyema is present, the earlier the 
drainage the less pleural thickening will occur and 
the easier it will be for the lung to reexpand. Per- 
sistent large empyema spaces, trapped lung, or re- 
currences will require a more radical surgical treat- 
ment, which is beyond the scope of this paper. 


Summary 


Staphylococcic empyema is a serious and not un- 
common disease. Once a true empyema has de- 
veloped, repeated thoracenteses and antibiotic 
therapy are not only inadequate, but dangerous. 
Surgical drainage of the abscess is mandatory and 
the only satisfactory treatment. 


901 23rd St. N. W. (7) (Dr. Blades). 
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NOISE-IS IT A HEALTH PROBLEM? 


Aram Glorig Jr., M.D. 


and 


Anne Summerfield, Ph.D., Los Angeles 


More than 30 centuries ago, according to the old 
testament, Joshua the son of Nun led the Israelites 
over the River Jordan and up to the city of Jericho. 
Here they made camp, and once each day for six 
days around the walls of the city Joshua led seven 
priests blowing trumpets made of rams’ horns. On 
the seventh day they compassed the city seven 
times, and the seventh time when the priests blew 
on their trumpets Joshua said to the people “shout” 
and the people shouted with such a great shout 
that the walls fell down flat. Thus antiquity pro- 
vides us with the first recorded example of the non- 
auditory effects of noise. Three thousand years later 
noise is still blamed, rightfully or not, for a wide 
range of human ills, from the production of hearing 
loss to changes in chromosomes to increased admis- 
sions to mental hospitals. Today misconceptions 
about the hazardous effects of noise are rife. It is 
the purpose of this paper to expose some of these 
misconceptions and to outline the factual informa- 
tion that is available to help us realistically assess 
the effects of noise exposure. 


What Is Noise? 


An entirely satisfactory working definition of 
“noise” has been difficult to come by. One lexicog- 
rapher’s definition is “Noise is sound without agree- 
able musical quality.” This description has had 
wide popular acceptance but has proved to be 
quite inadequate, partly because of the difficulty of 
defining agreeable musical quality but mostly be- 
cause of the fact that this‘ quality may be highly 
undesirable at times. You may keep your taste for 
contemporary painting concealed from your neigh- 
bor, but your taste in modern music cannot easily 
be confined by walls. What is music of agreeable 
musical quality to you in your own home may be 
just plain noise to your neighbor who is trying to 
sleep, in spite of the excellent performance of your 
amplifier and loud-speaker system. Definitions of 
noise based on the physical characteristics of sound 
have not been satisfactory because the definitive 
characteristic of noise is not physical but psycholog- 
ical, namely its undesirability. The currently ac- 
cepted definition is “Noise is any unwanted sound.” 


From the Research Center of the Subcommittee on Noise and the 
American Academy of Ophthalmology and Otolaryngology. 

Read in the Panel Discussion on “Noise: Is It a Health Problem?” 
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The permanent hearing loss produced by 
extended exposure to certain occupational 
noises constitutes a serious health problem. 
The solution to this problem lies in active 
programs of hearing conservation. Hearing 
conservation is primarily a medical respon- 
sibility. The importance of the physician’s 
recognition of his role in meeting the threat 
to health cannot be overemphasized. 

The physician must acquaint himself with 
the current knowledge of the relations of 
hearing loss to noise exposure. Misconcep- 
tions about the hazardous effects of noise 
are widespread. Auditory effects of noise 
exposure and nonauditory effects are fre- 
quently related without justification. For ex- 
ample, the fact that a noise produces annoy- 
ance does not, contrary to popular belief, 
mean that exposure to that noise will 
necessarily produce a hearing loss. The 
annoyance caused by noise is a highly 
individual phenomenon and, as such, is not 
easily measured or predicted. The fact that 
a noise produces annoyance does not mean 
that it is bad for health. 

The total amount of hearing loss pro- 
duced by noise exposure depends on more 
variables than was thought originally. Be- 
fore the diagnosis of noise-induced hearing 
loss can be made the physician must have 
adequate information about (1) the over-all 
sound pressure level of the noise, (2) the way 
the energy in the noise is distributed among 
the various frequencies present, (3) the typi- 
cal pattern of daily exposure to the noise, 
and (4) the years of expected work life in the 
noise. Answers given by the patient cannot 
be assumed to be reliable, and the physi- 
cian must make the necessary effort to ob- 
tain the pertinent information from reliable 
sources. 


What kind of measurements must we make to be 
able to tell how much noise is present in a given 
situation? Measurement of noise involves measure- 
ment of certain physical characteristics of sound. 
Sound itself consists of propagated fluctuations in 
barometric pressure. These variations in atmospheric 
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pressure may be either periodic or random and are 
called “sound pressure.” Measurements of sound 
pressure may be used to indicate amount of noise, 
but it is important to remember that the amount is 
not the same as the energy in the noise. Just as 
temperature depends on but cannot be equated to 
the heat energy present in a body, so the energy in 
noise is related to but is not the same as sound 
pressure. It is generally assumed, sometimes incor- 
rectly, that energy is roughly proportional to the 
square of the sound pressure. 

Most instruments for receiving sound, such as 
microphones or the ear, respond not to the energy 
in sound but to the sound pressure. For this reason 
noise measurement scales are based on sound pres- 
sure. The smallest fluctuation of barometric pres- 
sure to which the young human ear will respond is 
about 0.0002 of a pressure unit called the microbar. 
One microbar of pressure is about 0.000001 of nor- 
mal atmospheric pressure. It follows that the hu- 
man ear can respond to pressure changes of the 
order of 0.00000001% of the pressure with which the 
atmosphere presses on the body. Further, the range 
of pressure fluctuations to which the normal ear 
responds is enormous, extending from 0.0002 micro- 
bar to 1,000,000 microbars. Because of the as- 
tronomical range of figures involved, direct meas- 
urements of sound pressure do not provide a 
convenient scale for measurement of amount of 
noise. 

The decibel scale of sound pressure level was 
designed to compress this large range of values into 
a smaller one. The decibel denotes sound pressure 
measurements combined in a rather complicated 
way. To find the number of decibels corresponding 
to a given sound pressure one goes through a three- 
step calculation. First, the ratio of the measured 
sound pressure and a standard reference sound 
pressure is determined. This ratio will have a nu- 
merical value. Say, for example, that it is 1,000; 
that is, the measured sound pressure is 1,000 times 
larger than the reference pressure. Second, find the 
logarithm of the numerical value of the ratio; in 
this case the logarithm is 3. Third, multiply the log- 
arithm by 20: 320—60. This number, 60, is the 
sound pressure level or SPL (in decibels) of the 
given sound relative to the reference pressure. The 
word “level” is extremely important. It indicates 
comparison between the given sound and a refer- 
ence sound. It connotes a relative measurement, 
uot an absoiute one. Sound level meters are de- 
signed to read an average sound pressure level in 
decibels re a standard pressure of 0.0002 microbar. 
It is important when expressing sound pressure 
level to identify the reference pressure. More than 
one such reference is in common use. Hearing lev- 
el, for example, is expressed in decibels re average 
normal hearing, not re 0.0002 microbar. Sound- 
pressure levels typical of familiar noises are shown 
in figure 1. 
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Knowledge of just the sound pressure level of the 
noise is not sufficient to allow us to assess the ef- 
fects of that noise on man. We must also know 
something about the way the sound energy is dis- 
tributed over the different frequencies or tones in 
the noise. Noises commonly encountered in indus- 
try and in our domestic life consist not of single 
tones but of combinations of perhaps thousands of 
different tones sounding at the same time. The ear 
responds differently to different frequencies, and 
we must have a means of indicating which frequen- 
cies are present in a noise and with what intensity. 
One method of getting this information is to divide 
the range of audible tones into a series of bands 
and to measure the sound pressure level in each 
band. The separate bands are chosen so that the 
frequency of the highest tone in the band is just 
twice the frequency of the lowest tone in that band. 
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Fig. 1.—Typical decibel sound pressure levels of familiar 
domestic and occupational noises. 


The highest tone is then an octave above the low- 
est, and the bands are known as octave bands. A 
rough picture of the distribution of energy through- 
out a noise may be seen from a display of the 
sound pressure levels in each of the octave bands. 
Figure 2 is such a display. Ordered from lower 
pitch to higher pitch, the bands include the follow- 
ing frequencies: first, 37.5 vibrations or cycles per 
second (cps) to 75 cps; second, 75 to 150; third, 150 
to 300; fourth, 300 to 600; then 600 to 1,200; 1,200 to 
2,400; 2,400 to 4,800; and 4,800 to 9,600. In the dis- 
cussion that follows we shall refer to (1) over-all 
sound pressure levels, which are average sound 
pressure levels of the total noise without regard to 
the frequencies present and (2) octave band sound 
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pressure levels, which give a rough indication of 
how the energy in the sound is distributed among 
the different frequencies. 


Effects of Noise Exposure 


The known effects of noise exposure are of two 
types: (1) nonauditory effects, which cause inter- 
ference with communication by speech or which 
otherwise influence behavior and (2) auditory ef- 
fects, which consist of temporary hearing loss and 
permanent hearing loss. 

Nonauditory Effects—We will consider first the 
nonauditory effects of noise exposure. 

Speech Interference: Perhaps the best under- 
stood nonauditory effect is interference with com- 
munication by speech. Noises that are not intense 
enough to cause a hearing loss may interfere seri- 
ously with communication by speech. The average 
of the sound pressure levels in three octave bands, 
600 to 1,200 cps, 1,200 to 2,400 cps, and 2,400 to 
4,800 cps is a good indicator of the amount of inter- 
ference that noise will have on speech communica- 
tion. This average sound pressure level is called 


wey 


75-150. 


4800- 
10,000 


FREQUENCY IN CPS 


Fig. 2.—Display of over-all and octave band sound pres- 
sure levels of noise in multiengine bomber. 


the speech interference level. If one wishes to 
converse in normal tones with someone who is 
5 or 6 ft. away, the average sound pressure level 
in the three bands must not exceed 50 db. 
If one is willing to shout, the sound pressure level 
can be as high as 68 or 69 db. If one is willing 
to converse in a shout at a distance of no more 
than 6 in., the speech interference level can be 
as high as 90 db. Note this last number. Noises 
with this average sound pressure level in the 
three octave bands may be potentially dam- 
aging to hearing. In fact, a rough way of detecting 
hazardous noise exposure is to determine whether 
one must shout at close range to communicate by 
speech. 

Annoyance: Perhaps the most talked about non- 
auditory effect of noise exposure is annoyance. It is 
a common error to equate the annoyance produced 
to the potential menace to health that might result 
from exposure to the noise. There is no necessary 
connection between annoyance and potentia! dam- 
age or between lack of annoyance and lack of haz- 
ard. Actually certain well-deplored pastimes of the 
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human race attest to the fact that the pleasantness 
of a stimulus is not necessarily an indication of its 
beneficial effects on health. 

The annoyance caused by noise is largely a psy- 
chological response. Noises made by neighbors and 
by their dogs tend to be more annoying than the 
same noises made by members of our own house- 
holds. The annoyance caused by aircraft noise is 
intensified by the fear that the aircraft may crash 
onto us. It is especially annoying to have to listen 
to speech that is just too faint to be understood. 

How can we measure annoyance? One way is to 
check complaints. If the noise brought forth a law 
suit, it was indeed annoying to someone. There are 
other less drastic but perhaps less realistic methods 
for rating annoyance. We can conduct opinion 
polls and ask community members if such and 
such a noise is annoying, and we can reproduce 
noises in the laboratory and ask subjects to 
rate them according to annoyance. None of these 
methods is really satisfactory. In general, higher in- 
tensity, higher frequency (above 1,500 cps), and 
intermittency tend to increase annoyance, but there 
are large individual differences in reaction. Annoy- 
ance itself is not a health hazard, and the fact that 
a noise is annoying does not establish it as a 
damage risk. 

Efficiency: A third nonauditory effect of noise 
exposure is possible loss of efficiency. Efficiency in 
performing mental and motor tasks under various 
conditions of noise exposure has been much studied 
because of its practical importance. A major weak- 
ness in the design of experiments, however, has 
tended to invalidate most of the studies conducted 
in industry. This weakness is the failure to control 
changes in the non-noise-related environment. Fre- 
quently when the noise environment changes, it is 
because there has been a move to a new building or 
a change in process accompanied by changes in 
work tasks, in temperature, or in lighting. Changes 
in efficiency are known to be caused by any one of 
these non-noise changes in environment. 

Other difficulties with industrial tests of efficiency 
are that the numbers of employees participating in 
the studies have been too small to average out the 
effects of individual differences or even to allow us 
to estimate statistically what effect these differences 
might have on the results. Further, a psychological 
factor enters here. It has been found that the per- 
formance made on first encounter with a test seems 
to persist even through environmental changes. This 
means that if an employee did poorly on a test 
given to him first in noise, he would tend to do 
poorly on subsequent administrations of the test, 
even in quiet—and vice versa. The conclusions 
drawn from the most reliable tests of efficiency in 
industrial noise are that unfamiliar noise tempor- 
arily reduces efficiency but that when an employee 
becomes accustomed to the noise his efficiency re- 
turns to a non-noise performance level. 


f 
Wo 
100 
60 
me 


Vol. 168, No. 4 


Physiological Changes: Certain temporary physi- 
ological changes also occur in the human body as 
a direct result of noise exposure. The usual emer- 
gency reactions of the body occur in response to 
sudden sharp sounds such as gunfire. There may 
be a sharp muscle contraction over the entire body. 
The breathing rate may increase. Blood pressure 
rises. The heart rate increases. There is an increase 
in sweating. It is possible that a frequent recur- 
rence of these changes might impair health. For- 
tunately, the magnitude of these physiological 
responses wears off rapidly with repetition of the 
noise exposure. 

Summary: The interference of noise with speech 
communication under a variety of conditions is well 
understood and can be predicted from measure- 
ments of the sound pressure level in certain octave 
bands of the noise. The annoyance caused by noise 
is a highly individual phenomenon and as such is 
not easily predicted or measured. The fact that a 
noise produces annoyance does not mean that it is 
bad for health. Efficiency in the performance of 
mental and motor tasks in industrial settings is only 
temporarily affected by exposure to unfamiliar or 
intermittent noises. Physiological changes resulting 
from noise exposure lessen with repetition of the 
exposure. At typical industrial noise levels it appears 
that no unhealthy physiological reaction results 
even from prolonged exposures. 

Auditory Effects.—The auditory effects of noise 
exposure are of two types, temporary and perma- 
nent. The existence of temporary hearing loss, often 
called temporary auditory threshold shift, or TTS, 
and of permanent hearing loss can be demonstrated 
easily. The auditory effects of noise exposure con- 
stitute a serious health problem. Twenty-five per 
cent of preemployment audiograms show significant 
hearing losses. Factory workers show nearly twice 
the hearing loss that office workers show when ages 
are the same. 

Temporary Hearing Loss: Temporary noise- 
induced hearing loss is a loss that results from a 
specific exposure to noise and that disappears in 
some arbitrarily chosen length of time. Strictly 
speaking the term “temporary hearing loss” might 
be interpreted to mean any hearing loss from which 
the ear recovers, no matter how long a recovery is 
required. The term, however, has become some- 
what restricted by usage to mean either a temporary 
disability as defined by law or a hearing loss that 
results from one day’s exposure to noise and from 
which the ear has recovered usually by the next 
morning. The latter definition describes the tem- 
porary hearing loss found in many industrial em- 
ployees at the end of a working day. Studies of 
temporary auditory threshold shift have made us 
aware of several important facts concerning both 
temporary loss and permanent loss. 
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In brief, some of these important facts are as 
follows: 1. The temporary elevations of auditory 
threshold that result from various noise exposures 
may range from no change to increases of 35 db. 
The shift is different for different persons under 
the same conditions of noise exposure. Also, tem- 
porary shifts produced by typical industrial noise 
exposure are larger at the higher frequencies in the 
audible spectrum. 2. Most of the temporary loss 
produced by typical noise exposures occurs in the 
frequency region between 4,000 and 6,000 cps. 3. 
Most of the temporary loss produced by typical 
industrial noise exposures occurs during the first 
one or two hours of exposure. 4. The amount of 
temporary loss and its frequency location vary with 
the amount and frequency location of any perma- 
nent loss present; that is, the more permanent the 
loss at any frequency, the less the temporary shift 
at that frequency. 5. Temporary threshold shift is a 
fairly stable quantity. For a given noise exposure 
the TTS is about the same for a person from day 
to day. 6. For any given noise exposure, the TTS 
varies from person to person roughly according to 
a normal statistical distribution. That is, few per- 
sons have very large or very small shifts. The loss 
in most persons clusters around an average midway 
between largest and smallest shift. 

It is our hope that further intensive studies of 
temporary hearing loss will furnish valuable in- 
formation about permanent hearing loss. On the 
basis of the preliminary studies we assume that (1) 
if the noise does not produce a temporary loss it 
probably will not produce a permanent loss, (2) 
from the amount of temporary loss produced by 
one workday’s exposure we will be able to predict 
the amount of permanent hearing loss to be ex- 
pected after years of exposure to that noise, and 
(3) the shape of the audiogram showing the tem- 
porary hearing loss will resemble the shape of the 
audiogram recording permanent hearing loss pro- 
duced after years of exposure. These assumptions 
have yet to be validated by long-term studies of 
permanent hearing loss. 

From a practical standpoint the temporary thres- 
hold shift produced by daily exposure to noise is 
important in areas other than research. For ex- 
ample, temporary threshold shift is included in the 
hearing losses recorded by industrial audiometry. 
An audiogram made immediately at the end of a 
workday of noise will include temporary loss and 
will therefore not be a true indication of the 
amount of permanent hearing loss present. Industry 
requires a true measure of permanent hearing loss, 
but it is quite impractical for all industrial audio- 
grams to be made after a quiet period sufficiently 
long to eliminate temporary loss. We expect that 
highly controlled studies of temporary threshold 
shift will result in a numerical method of correcting 
industrial audiograms for contaminating TTS. 
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Laboratory studies of TTS have demonstrated 
that continuous exposure and interrupted exposure 
produce different effects in the ear. If, for example, 
a noise is on for half the exposure time, that is, if it 
follows a pattern of one minute on one minute off, 
the amount of temporary loss is just half that which 
is produced when the same noise is on continuously. 
If a similar effect obtains for permanent hearing 
loss and if employees are allowed relatively quiet 
periods at intervals throughout the day, then long- 
term changes in hearing will be less than changes 
produced by continuous exposure. The ear ap- 
parently has some mechanism for recovery during 
even short rest periods, which seems to make it less 
vulnerable to loss. 

Permanent Hearing Loss: Long-continued ex- 
posure to intense noise can produce permanent 
hearing loss, but the process of production is not 
well understood. The end-result, namely, the pa- 
thology of permanent noise-induced hearing loss, has 
been demonstrated in animal ears. Noise exposure 
produces an inner ear damage which may vary 
from minor changes in the hair cell endings to com- 
plete destruction of the organ of Corti. The mech- 
anism of the production of this pathology is not 
completely known, but it appears that overstimula- 
tion by noise for long periods of time produces a 
metabolic change in the cell which in turn causes 
degenerative damage to the cell structure. 

The specific causal relations of hearing loss to 
noise exposure are very complex, and many ques- 
tions must be answered before definite statements 
can be made about how much hearing loss will re- 
sult from a given noise exposure. Investigations so 
far have produced three particularly important 
pieces of information about permanent hearing loss. 
First, serial audiograms of persons exposed to in- 
tense noise show a characteristic progression of 
hearing loss. Early losses appear at frequencies 
between 3,000 and 6,000 cps. Usually losses appear 
first at 4,000 cps and then in time spread in both 
directions until hearing for most of the audible 
frequencies affected. The extent of the spread de- 
pends on the amount of noise exposure sustained. 
Impairment of hearing is usually not noticed until 
losses at the speech frequencies, 500, 1,000, and 
2,000 cps are 20 db. or more. Substantial losses may 
occur at frequencies from 3,000 cps to 6,000 cps 
without producing any subjective awareness of 
changes in hearing. The production of noise-induced 
hearing loss is a slow and insidious process, and 
years of exposure may elapse before any significant 
noticeable loss of hearing occurs. 

A second important piece of information about 
permanent hearing loss is that we cannot directly 
equate the deleterious effects of noise exposure and 
the energy content of the noise. That is, double the 
energy content in the noise does not produce double 
the hearing loss. We assume that the larger the 
total energy content of the noise the smaller the 
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time of exposure required to produce a hearing 
loss, but the exact relation between time and energy 
is not known. 

A third piece of information is that the total 
amount of hearing loss produced by noise exposure 
depends on many more variables than was thought 
originally. Hearing loss varies with the type of 
exposure and its degree of intermittency, the indi- 
vidual exposed, the total duration of the exposure, 
and the degree of consistency of use of ear protec- 
tion. 

Noise Exposure and Permanent Hearing Loss: 
Throughout the discussion we have referred to the 
hearing loss produced by noise exposure, not by 
noise. The concept of exposure, of the need for 
time of development of hearing loss, is important 
to the physician. Brief exposures to most industrial 
noises will produce no illness or damage to the ear. 
Whenever the causal relations of hearing loss to 
noise are considered, the physician should consider 
each of the following four factors bearing on noise 
exposure: (1) the over-all noise level to which the 
man was exposed, (2) the frequency composition 
or spectrum of this noise, probably as expressed in 
octave band sound pressure levels, (3) the duration 
and time distribution of noise during a typical 
workday, and (4) the total duration of the noise 
exposure expected during the work life. 

To elucidate the last two factors consider the fol- 
lowing example: The physician is often confronted 
by persons who work in high-level noise areas, per- 
haps as high as 130 or 140 db. Before drawing any 
conclusions about the effects of exposure to these 
noises, the physician must inquire carefully about 
the length of time spent in the noise. Brief ex- 
posures to these noise levels will not produce severe 
hearing loss nor in most cases even significant hear- 
ing loss. On the other hand the physician also en- 
counters persons who work in lower noise levels, 
perhaps 100 db., and again exposure time is impor- 
tant. The possible effects of extended exposure to 
these lower levels must not be minimized. In many 
instances persons who are exposed to the 100-db. 
noise have much longer total duration of exposure 
than do the men who work in excessively high noise 
levels. If the noise level is approximately 100 db. 
but the exposure has been long, existing hearing 
loss may be directly related to the noise exposure. 

Some industrial noises will produce significant 
hearing loss only if the exposure continues over 15 
or 20 years. Many operations that are associated 
with these industrial noises, however, are character- 
ized by rapid job turnover. The total duration of 
exposure for any man’s ears may be not more than 
two or three years. Exposure to the average indus- 
trial noise for two or three years usually produces 
only minor changes in hearing. If the physician does 
not have this information about exposure, he should 
ask for it before making a diagnosis. 


-4 
Sa 


Vol. 168, No. 4 


These statements are based on the result of our 
experience with continuous noises. We know very 
little about the auditory effects of impact noises 
such as blasts, rifle fire, or drop hammer sounds. 


Conservation of Hearing 


Because prolonged exposure to many industrial 
noises can produce a permanent handicapping hear- 
ing loss, we must depend on conservation as a solu- 
tion to the health problem created by noise. Through 
well-organized and properly monitored programs of 
hearing conservation, noise-induced hearing loss 
can be either prevented or greatly minimized. 

There are certain rules of thumb for assessing the 
possible need for a hearing conservation program. 
Whenever persons have (1) difficulty communicat- 
ing by speech when they are in the noise, (2) 
tinnitus after working in the noise for several hours, 
or (3) a temporary loss of hearing severe enough to 
muffle speech or other sounds, again after several 
hours of exposure, the noise exposure is severe 
enough to warrant serious consideration of a con- 
servation program. A hearing conservation program 
consists of three parts, as described below. 

Analysis of Noise Exposure.—First an analysis of 
the noise exposure must be made. Four separate 
items are considered in any such analysis, namely, 
the over-all level of the noise to which employees 
are exposed; the frequency composition of the 
noise; the duration and distribution of exposure 
during a typical workday; and the total exposure 
expected during a work life. Knowledge of each of 
these items is important to the design of an effective 
program. Two noises may have the same over-all 
level, for example, and yet their frequency compo- 
sitions may differ so that one may produce a per- 
manent hearing loss and the other may not. The 
daily duration and distribution of exposure may 
affect significantly the severity of the expected loss; 
intermittent exposure is less hazardous than con- 
tinuous exposure. 

Control of Noise Exposure.—The second part of a 
hearing conservation program is the control of 
noise exposure. Some noise exposures may be re- 
duced considerably by changes in the physical en- 
vironment. The amount of noise produced by the 
source may sometimes be reduced, for example, by 
replacing metal gears with fiber gears or by lining 
conveyor chutes with resilient materials, or by 
changing the manufacturing process, such as by 
substituting welding for riveting. In other instances 
it may be possible to reduce noise levels by prevent- 
ing the transmission of noise through building struc- 
tures or even through the air. Mounting heavy 
machinery on shock-absorbing mounts will tend to 
prevent vibrations from being transmitted through 
the floors and walls of the building. Enclosing noisy 
machines or building heavy barrier walls between 
machines and employees will tend to prevent air- 
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borne sound from reaching the ears of men who 
work in the machine area but who do not need to 
be near the machine itself. 

Sometimes, when other environmental control 
procedures are not feasible, it is possible to revise 
operational procedures in such a way that continu- 
ous exposures are converted into intermittent ones. 
In the event that complete environmental control is 
too expensive to be practical, control of noise ex- 
posure may be achieved through the use of personal 
protective devices or through a combination of 
environmental control and personal protection. 

Measurement of Hearing.—Perhaps the most im- 
portant part of a hearing conservation program is 
the third item in the list of three, namely, measure- 
ment of hearing. A hearing conservation program 
should provide both for preplacement hearing tests 
and for routine periodic follow-up or re-check tests. 
Preplacement tests provide reference or base-line 
audiograms from which subsequent changes in 
hearing may be determined. To provide an ade- 
quate base line these preplacement tests must be 
threshold tests. Air conduction threshold tests are 
sufficient. Thresholds are usually measured at six 
frequencies: 500, 1,000, 2,000, 3,000, 4,000, and 
6,000 cps. 

Threshold measurements at 3,000, 4,000, and 
6,000 cps, sometimes called the monitoring frequen- 
cies, give a good indication of the status of hearing 
in the most sensitive region of the ear. Measure- 
ments at 500, 1,000, and 2,000 cps give an indica- 
tion of the status of hearing in the all-important 
speech region. In the absence of valid speech tests 
to determine the handicap produced by hearing 
loss, the average of the hearing level at the three 
speech frequencies, 500, 1,000, and 2,000 cps, is used 
to estimate the hearing loss for everyday speech. 
Handicap begins at levels above 15 db. and is total 
at about 80 or 82 db. 

Preplacement and follow-up tests together help 
to identify persons who may be highly susceptible 
to noise-induced hearing loss. A series of follow-up 
tests will tell whether the conservation program is 
effective. Because follow-up tests are made not to 
establish a base line but rather to detect changes in 
hearing status, the limitations placed on them are 
not as severe as the limitations placed on preplace- 
ment tests, and follow-up tests of hearing may be 
screening tests. In some situations they may be sin- 
gle frequency screening tests. A rather extensive 
survey of existing records of hearing loss in many 
different groups of persons showed conclusively 
that in more than 98% of the cases reviewed hear- 
ing losses at 4,000 cps were as large as or larger 
than losses at any lower frequency. This result held 
true for losses of 50 db. or less. The implication is 
that the threshold of hearing at 4,000 cps may be 
considered an upper limit for any threshold shift 
that may have occurred at lower frequencies. A 
gross check on changes of hearing can thus be made 
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from measurements of the 4,000 cps threshold. 
Other details of the single frequency or limited 
frequency screening tests will be found in an article 
by one of us and House." 

Medical Responsibilities.—Ultimately the respon- 
sibility for conservation of hearing rests largely with 
the physician, as emphasized in the following 
statement *: 


The conservation of any human function is primarily a 
medical responsibility. Hearing conservation is no exception. 
Prevention, diagnosis and treatment of hearing loss; valida- 
tion and approval of audiometric records; and the final 
assessment of measurements of hearing are medical responsi- 
bilities. Any hearing conservation program without medical 
supervision must be considered inadequate. 

Direct medical supervision of a hearing conservation pro- 
gram is highly desirable. Here a physician is responsible for 
the organization and administration of the testing program 
as well as for checking and evaluating audiometric records. 
The physician himself does not perform all the operations 
necessary to the conduct of the program: he delegates re- 
sponsibility for many of the technical activities to members 
of his staff, setting up standards or limits within which they 
can operate semi-autonomously. Whenever medical records 
show that control of noise exposures may be inadequate, the 
physician in charge so reports. The responsibility for making 
necessary noise measurements and for effecting further en- 
vironmental noise exposure control then devolves on the 
industrial hygienist, members of the engineering or safety 
departments or other persons assigned to the task. Although 
the actual operations of measurement and protection are 
performed by both medical and non-medical personnel, the 
physician ultimately is responsible for the health of the 
employee. 

Conclusions 


The nonauditory effects produced by typical in- 
dustrial noise exposures—speech interference, an- 
noyance, changes in efficiency, and physiological 
changes—do not constitute a health hazard. Whether 
the nonauditory effects of the extremely high noise 
levels generated by jet engines and rocket engines 
will constitute such a hazard remains to be seen. 


NOISE—GLORIG AND SUMMERFIELD 


NTIBIOTICS FOR CHILDREN.—The indication is clear that hospital boards 
may themselves decide to restrict the use of one or more potent antistaphy- 
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The auditory effects of noise exposure are a seri- 
ous threat to health of a large segment of the in- 
dustrial population. Permanent, handicapping hear- 
ing loss can be produced by extended exposure to 
many industrial noises. We do not yet know enough 
about the relations of hearing loss to noise exposure 
to set a safe level of noise exposure. We can say, 
however, that whenever employees are exposed to 
continuous noise for at least five or six hours a day, 
five days a week, 50 weeks a year, for several years; 
then if the sound pressure levels in any of the three 
octave bands 300-600 cps, 600-1,200 cps, or 1,200- 
2,400 cps exceed 85 db., a program of hearing con- 
servation is called for. This hearing conservation 
level of 85 db. in any of the three specified octave 
bands does not apply to impact noises. There is not 
enough information about the effects of impact 
exposure to allow us to set such a hearing conser- 
vation level. 

Hearing conservation is primarily a medical re- 
sponsibility. In our rapidly expanding mechanized 
civilization noise threatens to become a major health 
problem. The members of our society look to the 
medical profession for protection from this threat. 
The importance of the physician’s recognition of 
his role in meeting the threat cannot be over- 
emphasized. 

111 N. Bonnie Brae St. (26) (Dr. Glorig ). 
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lococcus agents in an effort to retain an “ace in the hole” if a difficult therapeu- 
tic problem should arise. Chloramphenicol, novobiocin, and ristocetin might well be re- 
stricted voluntarily in order to reserve them for situations of absolute need. A rational 
approach for the selection of the proper antimicrobial agent in the treatment of chil- 
dren suffering from bacterial disease requires some basic information and a consider- 
able degree of sales resistance to undue or premature advertising claims. It is sug- 
gested that the pediatrician formulate a tentative specific etiologic diagnosis when 
faced with an illness—usually on the basis of clinical impression—but occasionally by 
employing the help of bacteriologic study prior to the administration of the anti- 
biotic drug and to give such a drug only when indicated. A good rule in therapy 
appears to be to give a large enough amount of the drug to which the etiologic 
microorganism is susceptible, by the proper route and as early as possible in in- 
fection, and to continue such treatment for an adequate time to ensure eradication 
of such infection.—C. H. Kempe, M. D., Pediatric Use of Antibacterial Agents, The 


Journal of Pediatrics, July, 1958. 


© 
= 
re > 
in 
= 
\ 


Vol. 168, No. 4 


377 


PROLONGED INTERMITTENT STEROID THERAPY FOR NEPHROSIS IN 


CHILDREN 


It is generally accepted ' that ACTH and corti- 
sone and its derivatives produce remissions of 
nephrosis in a high percentage of patients. Inves- 
tigators employing different dosage schedules have 
observed remissions of varying durations. The pur- 
pose of this report is to present the response of a 
group of patients with nephrosis treated with one 
specific regimen of intermittent steroid therapy 
over a prolonged period of time, as originally sug- 
gested by one of us.? 


Selection of Cases 


The patients presented in this study had clinical 
and laboratory findings consisting of massive ede- 
ma, marked proteinuria (3+ to 4+), hypopro- 
teinemia, hyperlipemia, and, in most instances, a 
lowering of the serum complement activity. The 
series includes all of the cases encountered, with- 
out exception, of both the so-called pure or lipoid 
nephrosis and the nephrotic stage of glomerulone- 
phritis (the latter is characterized by elevated 
blood pressure, increased retention of urea, and a 
persistent increase of red blood cells in the urine 
in addition to the nephrotic features). Other dis- 
eases which may also be characterized by edema, 
hypoproteinemia, proteinuria, and hyperlipemia, 
such as intercapillary glomerulosclerosis ( Wilson- 
Kimmelstiel syndrome), renal amyloidosis, and 
renal vein thrombosis, were excluded. 

Our last report * comprised a study of 24 patients. 
At present, 46 patients (35 children and 11 adults) 
have been observed for a period of 21 to 84 months, 
with an average of 40.8 months (fig. 1). The dura- 
tion of their disease, however, was longer (21 to 
159 months) because a number of patients came 
under observation long after the onset of initial 
symptoms. All patients have been treated with the 
same therapeutic regimen. 


Therapeutic Regimen 


Aqueous ACTH, to induce diuresis, was given for 
at least 12 but preferably for 21 days unless marked 
side-effects necessitated earlier cessation of therapy. 
The following dosage schedule was used: (1) 25 
units, intramuscularly, every six hours, for children 
weighing less than 40 Ib. (18 kg.); (2) 40 units, 
intramuscularly, every six hours, for children weigh- 
ing from 40 to 75 Ib. (18 to 34 kg.); and (3) 50 
units, intramuscularly, every six hours, for patients 
weighing more than 75 Ib. 


From the departments of medicine and pediatrics, New York Medical 
College—Metropolitan Medical Center. 


Kurt Lange, M.D., Edward Wasserman, M.D. 


Lawrence B. Slobody, M.D., New York 


AND ADULTS 


Aqueous ACTH, to induce diuresis, was 
given for at least 12 but preferably for 21 
days, unless marked side-effects necessitated 
earlier cessation of therapy, to patients with 
nephrosis and clinical and laboratory find- 
ings consisting of massive edema, marked 
proteinuria (3+- to 4+-), hypoproteinemia, 
hyperlipemia, and, in most instances, a low- 
ering of the serum complement activity. Pro- 
longed intermittent therapy with cortisone, 
given orally, was begun five days after the 
onset of diuresis but only when diuresis led to 
complete freedom from edema. After one 
year, therapy was gradually terminated by 
prolonging the intervals between mainte- 
nance courses rather than by decreasing the 
daily dosage. Prolonged intermittent steroid 
therapy not only resulted in an improved 
prognosis but also permitted the patients to 
live a more gainful and happy life. The 
growth and development of these children 
has remained within normal limits during and 
after prolonged intermittent maintenance 
therapy. Continuous steroid therapy, in con- 
trast, has resulted in marked developmental 
disturbances. 


If the first course of therapy with ACTH did not 
induce diuresis, a second course with the next 
larger daily dosage for a longer period was admin- 
istered after an interval of several days. Patients in 
whom diuresis was not induced by repeated courses 
of ACTH, cortisone, or prednisone (the two latter 
drugs were used only occasionally to study their 
effectiveness ) were treated in the following man- 
ner: 30 units of ACTH in 800 ml. of 5% glucose in 
water was given intravenously during a period of 
approximately eight hours each day for 10 to 14 
euccessive days. 

Therapy with cortisone, given orally, was begun 
five days after the onset of diuresis, but only when 
diuresis led to complete freedom from edema. The 
dosage was 300 mg. (for children weighing less 
than 40 Ib.) to 400 mg. (for children weighing more 
than 40 lb. ), given for three successive days of each 
week. All patients were treated for one year regard- 
less of prior return to normal of clinical and labora- 
tory criteria, since these were found not to be 
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reliable for prognosticating the appearance of re- 
currences. After one year, therapy was gradually 
terminated by prolonging the intervals between 


NUMBER OF CASES 
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Fig. 1.—Duration of observation of 46 patients with 
nephrosis (45 living, 1 dead) who were treated with pro- 
longed intermittent steroid therapy. 


maintenance courses rather than by decreasing the 
daily dosage. Most recently we have had good re- 
sults with large doses (36-48 mg.) of triamcino- 
lone (Aristocort) for induction and maintenance. 
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TaBLE 1.—Therapeutic Results in Patients with Nephrosis—Pooled Data from Group with No 
Steroid Therapy and Steroid Therapy When Edema Was Noted Compared with That 
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steroid therapy. (Early in our studies, however, 
many patients did not receive antibiotics during 
maintenance therapy. ) 

Potassium acetate (30% solution), 0.4 Gm. per 
kilogram of body weight per day, was given to 
those patients who showed marked sodium reten- 
tion and weight gain due to steroid administration. 
The diet was low in salt (less than 1 Gm. per day) 
but otherwise unrestricted. Fluid intake was not 
restricted. 

Results 


A study of the death rate in the group treated 
with prolonged intermittent steroid therapy as com- 
pared with that in the control group was used as a 
method of evaluating this suggested regimen. 

The control group was composed of patients 
observed between 1946 and 1951 (a period of 65 
months ) who were given either no steroid therapy 
or steroid therapy only when edema was noted. 
Because the treated group had the advantage of 
antibiotic therapy, only patients observed subse- 
quent to 1946, when antibiotics became generally 
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* Lower figures from Riley.* 


+ The consecutive six-month periods from the 66th to 149th month included, for the maintenance group, the following data: total number of 
patients at start of periods, 42; total entered, 5; died, none; total withdrew, 12. 
t Patients transferred to another type of treatment, e.g., no therapy tc maintenance therapy, or those who failed to return to clinie. 


The following antibiotics were given: (1) 
procaine penicillin G in aqueous suspension, 300,- 
000 units, intramuscularly, twice a day until diuresis 
was induced, followed by (2) penicillin given 
orally, 200,000 units, once a day for the duration of 


§ Number who died + number at start of period + % number entering during interval — % number withdrawing during interval. 


available for the treatment of intercurrent infec- 
tions, were used as controls. The date 1951 marks 
the end of the control period because at this time 
some form of maintenance steroid therapy was 
used for the treatment of almost all patients with 
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nephrosis. In the control group were included, with 
his permission, a number of patients of Dr. C. 
Riley,* to enlarge the total of the control cases. 
Table 1 demonstrates, by means of the life table 
statistical method,* the death rate of the control 
group for each six-month interval that the disease 
was present during the 65-month period (1946- 
1951). For example, 1.9% of the patients observed 
died during the first six months of their illness, and 
6.4% died during the second six-month period. The 
highest incidence of death (12.6%) occurred be- 
tween two and one-half to three years after the 
onset of symptoms. The death rate of the control 
group, for each six-month period, applied to the 
number of patients observed in the treated group, 
with disease for the same duration, shows the ex- 
pected number of deaths during a 65-month period 
to be 12.8. Actually, only one patient in the treated 
group died. (One other patient, who died before 
diuresis could be induced, had had several attempts 
to induce diuresis with small doses of steroids for 
12 months in other institutions and died from an 
intervening infection.) The probability that this di- 
minished death rate in the treated group was due 
only to chance is less than one in a thousand (chi 


TABLE 2.—Therapeutic Results in Patients with Nephrosis—Data from Group with No Steroid Therapy Compared to That from 
Group on Steroid Therapy When Edema Was Noted 
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was anticipated from applying the death rate of the 
control group to the number of patients in the 
treated group. It is less in spite of the assumption 
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Fig. 2.—Deaths in 46 patients given prolonged intermittent 
steroid therapy compared to deaths expected on basis of 
mortality of control group (circles with question marks 


indicate data not based on actual experience). 


that no additional deaths would occur in the con- 
trol group during a period of observation extended 
to equal that of the treated group. 
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square=15.09). Furthermore, observation of the 
treated group has been extended beyond the 65- 
month period (for some patients as long as 149 
months ), and no additional deaths have occurred. 
Table 1 and figure 2 demonstrate that the actual 
number of deaths in the treated group was less than 


* Lower figures from Riley.* None entered during interval in control group. 


The control group of 185 cases may not be statis- 
tically sufficient to represent a universal picture of 
the course of this disease. The limitation in time, 
however, between the years 1946 and 1951, makes 
it difficult if not impossible to collect a much larger 
control group. In addition, the well-known high 
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mortality rate, often quoted as 35 to 50%, compared 
to the one death occurring in 46 treated patients 
makes such statistical evaluation almost unneces- 
sary. 

As described above, the control series comprised 
two groups of patients: (1) those who received no 
hormone therapy and (2) those who received hor- 
mones only when edema was observed. It is inter- 
esting to note (table 2) that the latter group had 
a statistically significant increase in mortality over 
the untreated group. We are inclined to believe 
that the reason for this lies in the fact that patients 
with severer cases were treated with steroids, while 
those who seemed initially to have a better prog- 
nosis were not so treated. 

All patients in the treated group ultimately 
showed diuresis, although a number required sev- 
eral courses of ACTH therapy, as described above. 
At present, all are free from edema. In four in- 
stances, when all other attempts to induce diuresis 
failed, intravenous therapy with ACTH resulted in 
complete diuresis. 

There was restoration of normal blood chemistry 
values (protein, blood urea nitrogen, and choles- 
terol levels) in all but two patients; one was the only 
patient in the group who died, and the other is an 
adult with preuremia and a proteinuria value of 
3+. Twenty-five patients have no residual pro- 
teinuria, and 19 patients have a trace to 14+ of pro- 
tein in the urine at the time of writing. Persistent 
proteinuria seems to occur much more frequently in 
those patients whose treatment began more than 
six months after the onset of symptoms. Of patients 
who were started on maintenance therapy after dis- 
ease existed for less than six months, 20 showed no 
proteinuria and 5 a trace to 1+ protein in urine. Of 
those treated when disease had existed for more 
than six months, 5 showed no proteinuria, 14 a 
trace to 1+, and one 3+ (uremia also present). One 
patient in this latter group died. 

A second factor that appears to influence residual 
proteinuria is the presence of distinct nephritic 
features (persistent hematuria, granular casts, and 
elevation of blood pressure ) at the start of therapy. 
There were nine such patients included in this 
study. The patient who died and the patient with 
preuremia both had these nephritic features. The 
remaining seven patients fall into the group with 
a residual proteinuria value of 1+. 

Treated patients were hospitalized only until the 
completion of diuresis and for the first maintenance 
course. Thereafter, they were treated as out- 
patients. Untreated patients who did not die during 
the first year were hospitalized for an average 
period of 57 days during each year of observation. 

Edema recurred within two to three days after 
such diseases as upper respiratory infections and 
exanthem. This occurred in the early phases of our 
studies when we employed maintenance therapy 
for shorter periods of time. When the patient was 
treated promptly with a full course of steroid 
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therapy (12-21 days), such recurrences yielded 
more readily than the initial episode. In two in- 
stances after a second injection of gamma globulin, 
in one case two days after an injection of Salk 
poliomyelitis vaccine,” and in one case three days 
after a DPT booster injection, recurrence of edema 
was observed. Whether immunization procedures 
with resultant antibody reaction may be hazardous 
in persons in remission from nephrosis should be 
studied further. 

The growth and development of these children 
has remained within normal limits during and after 
prolonged intermittent maintenance therapy.° Con- 
tinuous steroid therapy, in contrast, has resulted in 
marked developmental disturbances.’ Prolonged 
intermittent steroid therapy not only resulted in an 
improved prognosis but also permitted the patients 
to live a more gainful and happy life. 

No serious adverse side-effects have been noted 
after prolonged intermittent steroid therapy. Some 
patients developed moderate elevation of blood 
pressure (20-30 mm. Hg), both systolic and dias- 
tolic, during therapy; this returned promptly to 
normal values after cessation of maintenance ther- 
apy. There was frequently a marked increase in 
appetite. 

A number of our treated patients would prob- 
ably have experienced spontaneous remissions. Our 
results, however, and those of other investigators 
using this regimen," suggest that, for the present, it 
be followed in all patients with nephrosis. Other 
regimens,” particularly those with smaller hormone 
dosages, did not lead to equally favorable results. 
Smaller dosages must, therefore, be considered 
inadequate from the standpoint of therapeutic 
effectiveness in the treatment of nephrosis. 


Summary 


The results of a seven-year study on 46 patients 
(35 children and 11 adults) with nephrosis who 
were on a specific regimen of intermittent steroid 
therapy for a prolonged period showed that the 
mortality of the treated group was reduced from 
an expected 12.8 deaths to 1. Furthermore, the 
patients in the treated group have been able to 
carry on the normal activities of daily living. 

Growth and development were not impaired dur- 
ing or after prolonged intermittent steroid therapy. 
At present, this regimen, with use of high doses, is 
recommended for all patients with nephrosis. 

1 E. 105th St. (29) (Dr. Lange). 

Drs. Ruth Strang, Felix Schwartz, Fritz Blumenthal, and 
Jerome Noble provided clinical assistance in this study. 

This study was aided by grants from the U. S. Public 
Health Service, the Nephrosis Foundation of New York and 


New Jersey, and the Committee on Research, Council on 
Drugs, American Medical Association. 
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In crossing the threshold to the age of nuclear 
power and space conquest, mankind again experi- 
ences the eternal tragedy of ambivalence of its 
finest technical achievements; they may be applied 
either in peace, to accelerate general progress and 
prosperity, or in war, to enhance general destruc- 
tion and misery. Although it is impossible to fore- 
see the entire complexity of medical problems 
created by a nuclear holocaust, some basic condi- 
tions can be anticipated and must be understood 
by military as well as civilian physicians. 


Historical Development 


In both Hiroshima and Nagasaki, the atomic 
bombs were exploded about 2,000 ft. above the 
center of the city. At the point of detonation a tem- 
perature of several million degrees developed and 
instantaneously vaporized fission products, unsplit 
fissionable material, and other parts of the weapons. 
These highly luminous and radioactive gases, form- 
ing the “fireball,” quickly ascended into the tropo- 
sphere where they were cooled, condensed, and 
dispersed. The city area underneath the explosion, 
therefore. was essentially affected by only three 
factors—shock wave, heat originating from the sun- 
like fireball, and the initial gamma and neutron 
radiation. Destruction by blast and fire predomi- 
nated to such a degree that types and distribution 
of casualties corresponded closely to those seen 
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Randolph Air Force Base. 


Read before the Section on Military Medicine at the 107th Annual 
Meeting of the American Medical Association, San Francisco, June 
25, 1958. 


ACUTE CLINICAL EFFECTS OF PENETRATING NUCLEAR RADIATION 


Herbert B. Gerstner, M.D., San Antonio, Texas 


The experience at Hiroshima and Naga- 
saki can be correlated with clinical informa- 
tion from other sources (reactor accidents, 
exposures to radioactive fall-out, and ex- 
perience with patients undergoing radio- 
therapy) to predict some of the hospitaliza- 
tion needs of a population in the event of a 
nuclear holocaust. Victims can be classified 
as to the form of acute radiation syndrome 
they manifest, whether cerebral, gastroin- 
testinal, or hematopoietic. Deterioration is 
fastest, the prognosis worst, and hospitaliza- 
tion least helpful in patients with the cerebral 
form. The hematopoietic form, by contrast, 
has a latent period of about three weeks 
between recovery from the prodromal sick- 
ness and onset of the leukopenia and hem- 
orrhage; the prognosis is best and hospitali- 
zation most likely to be effective. The 
gastrointestinal form is intermediate as to 
duration of latent interval, likelihood of 
recovery, and effectiveness of hospital care. 
The hematopoietic form of acute radiation 
sickness is likely to pose the major problem. 
The height of hospital occupation then should 
be reached during the fifth and sixth weeks 
after exposure, and medical authorities will 
probably have sufficient time to plan the 
necessary countermeasures. 
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after large-scale bombing raids with conventional 
explosives; ionizing radiation was a minor com- 
plicating factor.’ 

If “altitude air burst”—as executed in the case of 
the Japanese cities—could be conceived of as the 
prototype for future warfare, some complacency 
might be justified. It is one problem to shoot a 
ballistic missile over a distance of many thousand 
miles, but it is another problem to hit the target 
within several thousand feet. Grounds for any such 
complacency, however, were completely destroyed 
by the explosion of the thermonuclear bomb at 
Bikini in March, 1954. This “surface burst” drew 
general attention to a fourth injurious factor—re- 
sidual nuclear radiation emitted by fall-out material 
—and dramatically demonstrated by accidental ex- 
posure of several hundred persons that fall-out 
might become the bomb effect of greatest medical 
concern.” In this surface burst the fireball touched 
ground and immediately vaporized thousands of 
tons of soil that were transformed into highly radio- 
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Fig. 1.—Time dependency of dose rate and accumulated 
air dose at 120 miles downwind from a hypothetical nuclear 
surface burst. Wind velocity is approximately 30 mph. 


active material by the intense neutron flux. As the 
fireball rose, it caused high winds at the earth’s 
surface and thereby sucked up additional dust and 
debris. This huge cloud of activated or contami- 
nated material was carried away by the winds at 
high altitude, and its radioactive particles de- 
scended as “fall-out” on the underlying region, 
where they continuously emitted penetrating ioniz- 
ing radiation. 

As shown in figure 1, the accumulated dose con- 
tinued to rise with progressing time, although the 
dose rate, after passage of the cloud, declined be- 
cause of the decay of radioactivity. Obviously, in 
the cities and on the air bases engulfed in such a 
fall-out pattern, military and civilian physicians 
would face disaster problems and casualties of a 
type quite different from those in Hiroshima and 
Nagasaki. Owing to the absence of blast and heat, 
penetrating ionizing radiation would be the out- 
standing casualty-causing agent and would produce 
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clinical pictures unfamiliar to most practitioners. 
The following question would then be of para- 
mount importance: 

Is it possible, from the accumulated air dose, to 
predict type, degree, time course, and incidence of 
the ensuing disease in a large population and there- 
by to estimate the medical requirements—person- 
nel, hospital beds, and supplies? 


Source of Information 


An attempt to answer this question can be based 
on four sources of information: atomic bomb cas- 
ualties, nuclear accidents, radiotherapy, and animal 
experiments. In approximately 10% of the Japanese 
bomb casualties, initial ionizing radiation was the 
dominating injurious factor; however, clinical and 
pathological data cannot safely be related to a cor- 
responding dose, since the intensity pattern of neu- 
tron and gamma radiation is largely unknown for 
the two Japanese cities.’ About 300 persons have 
been accidentally exposed to appreciable amounts 
of nuclear radiation from fall-out or fissionable 
material; again, the medical findings can only be 
loosely referred to a specific dose because of the 
difficulty of estimating radiation intensity after the 
actual event has passed. Radiotherapy has accumu- 
lated a wealth of experience about radiation effects 
on man. Although only limited portions of the body 
are exposed as a rule, relatively high doses of 
whole-body irradiation have been administered oc- 
casionally.* These observations are particularly im- 
portant because they represent the only human 
data with accurately known quality and quantity 
of radiation. Since radiation effects are of a surpris- 
ingly uniform nature throughout the entire mam- 
malian kingdom, large-scale animal experiments are 
of considerable assistance in understanding the fre- 
quently sporadic findings on human beings. In 
transferring animal observations to man, however, 
great caution must be exercised, owing to the fact 
that certain features, especially the speed with 
which the clinical picture unfolds, are highly char- 
acteristic for a given species. 

Obviously, each of the four information sources 
is compromised; the dose may be ill-defined, the 
subject may be a seriously sick patient, or extrapo- 
lation from animal to man may be required. 
Thus, the answer to the previous question must 
necessarily be provisional rather than final. Most 
of the doses quoted should not be considered as 
firm values but as the best possible estimates with 
present-day knowledge. Oversimplified and dog- 
matic presentation of the complex material derives 
its justification from the physician’s need for a 
guideline in emergency situations. A more detailed 
report has been given elsewhere.° 


General Survey and Terminology 
Although widely differing in physical nature 
(neutrons, high-speed beta particles, and gamma or 
roentgen photons) and origin (atomic bomb, nu- 
clear reactor, cosmos, and therapeutic x-ray sources), 
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penetrating ionizing radiations are amazingly uni- 
form and comparable in biological effect. Quite in 
contrast to mechanical and thermal lesions, for 
instance, overt clinical signs and symptoms do not 
follow the radiation insult immediately but are 
delayed for a characteristic span of time. This 
“latent period” is explained in part by the fact that 
ionizing radiation temporarily inhibits mitosis in 
certain sensitive cell systems with high proliferative 
activity. After irradiation, the organism continues 
its normal function until the store of mature critical 
cells is exhausted (e. g., leukocytes ), and only then 
the disturbance becomes overt because of the lack 
or deficiency of new cell supply. As a rule, since 
mitotic damage is only transitory, normal function 
will be resumed if the organism is able to survive 
the critical period of maximal cell depression. This 
point is well illustrated by the fact that radiation- 
induced sterility, epilation, and leukopenia are gen- 
erally transitory in nature. 

The previous concept leads to the following im- 
portant statements: Severity of radiation injury is 
decided by dose and individual susceptibility; con- 
trariwise, time course and speed with which the 
clinical sequelae unfold are essentially determined 
by the affected cell system. In short, ionizing radi- 
ation triggers in the critical tissue a process that 
then proceeds according to inherent properties of 
that biological system. Consequently, for a given 
dose range, the clinical picture will be character- 
ized by that essential organ which has the shortest 
latent period. 

Although the different organs show a wide diver- 
sity with respect to radiosensitivity and latent 
period, for the present problem only three appear 
to be important: central nervous system, small in- 
testine, and bone marrow, together with the lym- 
phoid tissue (table 1). To trigger acute clinical 
sequelae in the central nervous system, a dose of 
several thousand roentgens is required; however, 
overt disease will then develop within hours. For 
the small intestine, the threshold dose lies around 
500 r, while the latent period is approximately five 
days. Finally, for the hematopoietic tissue, the cor- 
responding values are about 100 r and three weeks 
respectively. 

Because of these differences, the following re- 
sponses will occur: At very high doses (supra- 
threshold for all three critical organs ), central nerv- 
ous system damage will reveal itself within a few 
hours after exposure and will lead to a characteris- 
tic clinical picture—the cerebral form of the acute 
radiation syndrome—which proceeds while injury to 
the other two organs is still latent. At middle doses 
(suprathreshold for small intestine and bone mar- 
row ), gastrointestinal injury will start, several days 
after exposure, a sequence of overt clinical signs 
and symptoms—the gastrointestinal form of the 
acute radiation syndrome—which frequently will 
run its complete course before the still latent bone 
marrow damage enters the scene. Finally, at lower 
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doses (suprathreshold for bone marrow and lym- 
phoid tissue alone), the hematopoietic form of the 
acute radiation syndrome will begin to develop 
about three weeks after exposure. 

In addition to the clinical response of the three 
critical organs, penetrating ionizing radiation also 
evokes a transitory systemic reaction of an unspe- 
cific character which precedes the actual specific 
disease. This complex of signs and symptoms should 
be termed “initial reaction” or “prodromal phase” 
of the acute radiation syndrome. 


Prodromal Phase of Acute Radiation Syndrome 


In sharp contrast to the uniformity of the specific 
organ reactions, the systemic response during the 
prodromal phase varies strongly in different species. 
In the rabbit and chicken, it is characterized by 
severe hypotension that leads, not infrequently, to 
circulatory collapse and even death. In the mouse 


TasLe 1.—Effects of Penetrating Ionizing Radiation on 
Man—Schematic Survey 


Acute Radiation Syndrome, Form 


Cerebral Gastrointestinal Hematopoietic 


Determining 
OTRAD 
Threshold dose, r 
Latent period 
Characteristic 
signs and 
symptoms 


Underlying 
pathology .... 


Time of death 
(if occurring) . 
Cause of death . 


Prognosis ...... 
Source of 
information .. 


Central nervous 
system 

2,000 

16-3 hr 

Lethargy, 
convulsions, 
ataxia 


Inflammatory 
reactions in 
central nervous 
system, brain 
edema 

Within 2 days 


Respiratory 
arrest 


Hopeless 
Animal 
experiments 


Small intestine 


3-5 days 

Diarrhea, fever, 
disturbance of 
electrolyte 
balance 

Denudation of 
gastro- 
intestinal 
mucosa 


Within 2 wk. 


Circulatory 
collapse 


Poor 


Animal experi- 
ments, bomb 


Bone marrow 


100 

3 wk 

Leukopenia, 
purpura, 


infection 


Atrophy of 
bone marrow 


Within 2 mo 


Hemorrhage, 
generalized 
infection 

Good 

Bomb casual- 
ties, nuclear 


accidents, 
radiotherapy 


casualties, nu- 
clear accidents 


and rat, it appears as a brief period of listlessness 
and apathy. In the dog, monkey, and man, it forms 
a complex closely resembling seasickness or airsick- 
ness. As with these diseases, it is easily influenced 
by individual disposition and psychological factors. 
In typical cases the sequence is as follows: Within 
two hours after exposure, loss of appetite, listless- 
ness, and apathy develop rather abruptly and the 
patient complains about an “upset stomach.” Soon, 
nausea and frank vomiting appear and increase in 
intensity until they reach their maximal height 
around eight hours after irradiation. At this time, 
profuse vomiting not infrequently leads to extreme 
weakness and even prostration. Thereafter, the dis- 
tress recedes as fast as it developed. On the second 
day, nausea and occasional vomiting still persist 
but the general condition is markedly improved; on 
the third day, all discomfort has completely sub- 
sided. It should be emphasized that the degree of 
illness depends very much on individual disposi- 
tion; the same dose that causes incapacitating pros- 
tration in one patient may be followed by only 
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light episodes of nausea in another.‘ For this reason, 
severity of the prodromal phase is not necessarily 
indicative of the seriousness of the ensuing specific 
organ reaction. 

Mild forms of the prodromal phase can be han- 
dled by psychological reassurance, with emphasis 
on the ephemeral character of the distress. More 
serious forms may require sedatives, such as chlor- 
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Fig. 2.—Schematic drawing of three components that 
merge in clinical picture of cerebral form of acute radiation 
syndrome. 


promazine hydrochloride, and occasionally the need 
may arise for parenteral fluid supply to replace the 
loss caused by profuse vomiting. 


Cerebral Form of Acute Radiation Syndrome 


In Hiroshima and Nagasaki the few persons who 
received doses of several thousand roentgens with- 
out suffering from lethal mechanical and thermal 
injuries were lost during the confusion of the first 
three days after attack, and only vague reports are 
available about the cerebral form of the disease in 
man. Therefore, the clinical picture must be extrap- 
olated from animal experiments. This can be done 
with a high degree of confidence, since there exists 
close agreement between species.° 

The clinical picture can be conceived as the com- 
position of three separate processes (fig. 2). In the 
manner described before, the prodromal phase 
starts to develop; but soon a second component is 
added, the characteristic manifestations of which 
swiftly progress from listlessness, drowsiness, and 
languor to severe apathy, prostration, and lethargy. 
With high probability the morphologic changes re- 
sponsible for this development are nonbacterial 
inflammatory infiltrations that appear in small foci 
widespread throughout the entire central nervous 
system within one to two hours after exposure. This 
radiation-induced vasculitis, meningitis, or encepha- 
litis is associated with a disturbance of the blood- 
brain barrier, leading to brain edema. After doses 
in excess of 5,000 r, the clinical picture shows a 
third component, characterized by seizures ranging 
from generalized muscle tremor to epileptoid con- 
vulsions of the grand mal type. This convulsive 
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phase of a few hours’ duration is then followed by 
ataxia, pointing to a vestibulocerebellar disturb- 
ance. Convulsions and ataxia, most likely, are con- 
sequences of pyknosis developing in the granule 
cell layer of the cerebellum within two hours after 
exposure. 

Whole-body exposure to doses causing the cere- 
bral form always leads to death. Since heavy seda- 
tion prevents seizures in animal experiments, its 
therapeutic trial seems to be indicated. 


Gastrointestinal Form of Acute Radiation Syndrome 


Among the Japanese bomb casualties, the gastro- 
intestinal form had terminated its course in the 
majority of cases before the time when orderly 
hospital facilities had been restored and clinical 
records could be kept. And, among persons in- 
volved in nuclear accidents, only a few were unfor- 
tunate enough to receive a dose capable of causing 
this form. From the scanty human observations, 
supplemented by findings made in animal experi- 
ments,’ the typical clinical picture emerges as 
follows (fig. 3). 

On the third day after exposure, when manifes- 
tations of the prodromal phase have subsided, the 
patient's physical and mental condition appears 
encouraging in outlook. That this favorable state is 
deceptive and that the latent period is brief are 
revealed by the sudden onset of the specific dis- 
ease, starting around the fifth day. Rather abruptly, 
malaise, anorexia, nausea, retching, and vomiting 
recur and compromise normal food and fluid up- 
take. Simultaneously, high fever and_ persistent 
diarrhea (rapidly progressing from loose to watery 
to bloody stools) appear. The abdomen is dis- 
tended, and peristaltic movements cannot be de- 
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Fig. 3.—Schematic drawing of two components that merge 
in clinical picture of gastrointestinal form of acute radiation 
syndrome. 


tected. Rapid deterioration of the patient's general 
condition soon leads to the clinical picture of severe 
paralytic ileus. During the second week after ex- 
posure, circulation begins to falter, dehydration and 
hemoconcentration develop, and, finally, the patient 
becomes comatose and dies in circulatory collapse. 
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The morphologic substrate behind the clinical 
picture is located in the small intestine, particularly 
in the duodenum and jejunum. Normally, the 
mucosal epithelium that covers the villi is continu- 
ously sloughed off into the alimentary tract and is 
replenished by new cells originating in the gener- 
ative centers of the crypts. Doses in excess of 500 r 
inhibit or arrest mitosis in these centers and thereby 
prevent replacement of desquamated epithelium. 
As a consequence, denudation of the inner intesti- 
nal wall develops, which, in turn, leads to loss of 
water, electrolytes, and leukocytes. Moreover, ab- 
sence of epithelium means absence of the barrier 
against invasion by toxic substances and bacteria. 
Inflammatory reactions and ulcerative lesions, there- 
fore, are common findings (radiation-induced en- 
terocolitis ). 

Therapeutic management of the disease, accord- 
ing to Cronkite,” has to proceed along the following 
main lines: Intravenous nutrition, as well as main- 
tenance of water and ionic balance, must be at- 
tempted by the supplying of large amounts of 
electrolytes, plasma, vitamins, and saline-glucose 
solution. With the onset of fever, expected to occur 
about five days after exposure, intensive antibiotic 
treatment should be started. Hemorrhage, antici- 
pated during the second week, will require trans- 
fusions of whole blood. Excellent nursing care and 
aseptic technique are essential. 


Hematopoietic Form of Acute Radiation Syndrome 


Among the Japanese bomb casualties, the hema- 
topoietic form of the disease has been registered in 
numerous cases; it was latent during the disastrous 
conditions of the first weeks after attack, and its 
overt clinical manifestations appeared at the time 
when medical care and recording began to return 
to normal. In addition, clinical histories are avail- 
able for several hundred persons accidentally ex- 
posed to nuclear radiation and for a similar number 
of radiotherapy patients treated with relatively 
large doses of x-ray to the whole body. Thus, the 
disease is well documented for man, and its typical 
clinical picture is rather firmly established (fig. 4). 

On the third day after exposure, when prodromal 
effects have vanished, the patient becomes asymp- 
tomatic and capable of resuming his normal occu- 
pation. Although increased fatigability may be 
present in a few patients, fitness to endure even 
strenuous physical activity is the rule. This latent 
period, during which the patient enjoys apparently 
normal health, may extend to the 19th or 20th day 
after irradiation, when it ends rather abruptly. As in 
the acute onset of an infectious disease, the patient 
experiences chills, malaise, a feverish feeling, head- 
ache, fatigue, and shortness of breath on exertion. 
Within a few days, the general condition deterior- 
ates so markedly as to necessitate hospitalization. 
Complaints point to a “sore throat,” and examina- 
tion of the oral cavity reveals pharyngitis with 
swelling, particularly of the gingiva and tonsils. 
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Soon the picture is further aggravated by bleeding 
from the gums and by ulcerative lesions showing 
a predilection for the gingiva and tonsils. Con- 
comitant with these processes in the oral cavity, 
high fever develops, while petechiae and/or 
ecchymoses appear in the skin. During the fifth and 
sixth weeks after exposure, this picture of an 
“agranulocytotic disorder” or an “aplastic anemia” 
reaches its point of culmination and the patient 
passes through a critical phase. Thereafter, recovery 
starts; fever, petechiae, and ecchymoses disappear; 
and the ulcerative lesions heal. Convalescence be- 
gins around the end of the second month after 
exposure, fitness for resuming normal work is re- 
stored about one month later. 

The causative substrate behind the clinical pic- 
ture is mitotic inhibition or arrest occurring in the 
hematopoietic system. When the store of mature 
blood cells is exhausted, damage to bone marrow, 
spleen, and lymphoid tissue reveals itself as 
pancytopenia. Reflecting the clinical course, white 
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Fig. 4.—Schematic drawing of two components that merge 
in clinical picture of hematopoietic form of acute radiation 
syndrome. 


blood cell and thrombocyte counts reach their low- 
est point during the fifth and sixth weeks after 
exposure and then gradually return toward normal 
values. The red blood cell count is much slower in 
falling and recovering. 

Since no specific therapy has been developed as 
yet, complications must be treated as they arise. 
Purpura and frank hemorrhage require repeated 
transfusions of fresh whole blood or separated 
platelets and leukocytes, the frequency and amount 
of transfusions being determined by the blood cell 
count. It may be worthwhile to try additional pro- 
cedures usually applied in other types of agranulo- 
cytic disorders. Administration of broad-spectrum 
antibiotics is necessary to combat localized infec- 
tions and to prevent their generalization. Under 
proper management, outcome of the hematopoietic 
form is predominantly favorable because of the 
bone marrow’s tendency for spontaneous recovery. 
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Transition Forms 


For didactic reasons, the three forms of the acute 
radiation syndrome have been described as com- 
pletely independent entities. In reality, these clini- 
cal pictures will be separated from each other by 
broad dose ranges exhibiting a mixture between two 
adjacent pure forms. Of these transition pictures, 
that between the gastrointestinal and hematopoietic 


TABLE 2.—Interrelations Between Dose Level and 
Clinical Picture 


Dose Source of Signs and Clinical 
Range, Information Symptoms Course 
Roentgens 
15-50 ...0 3 volunteers, No prodromal Trivial 
4 nuclear reactor phase, slight 
accidents, transient 


157 fall-out exposures, lymphopenia, 


numerous radio- otherwise 
therapy patients asymptomatic 
50-100..... 2 nuclear reactor Prodromal Trivial 


phase in 5% of 
cases, slight 
leukopenia, 
otherwise 
asymptomatic 
Prodromal Mild, ambu- 
phase in 30% latory 
of cases, mild 
leukopenia 
Prodromal Mild, ambu- 
phase in 70% latory 
of eases, defi- 
nite leukopenia 


accidents, 

46 fall-out exposures, 
about 40 radio- 
therapy patients 


100-150..... 1 nuclear reactor 
accident, about 20 
radiotherapy patients 


150-200..... 3 nuclear reactor 
accidents, 
64 fall-out exposures, 
about 40 radiotherapy 


patients 
Hospitalization Threshold 
200-400..... 1 nuclear reactor Fully developed Moderate to 
accident, hematopoietic grave 
23 fall-out exposures form 
(Japanese fishermen) 
400-600..... 3 nuclear reactor 2 hematopoietic Grave 
accidents forms 
1 gastro- Lethal 
intestinal 
transition 
lorm 


forms is particularly important for two reasons: 
first, its incidence among the Japanese bomb casual- 
ties is high; second, its therapeutic management 
may be crowned by success. When damage to the 
small intestine is relatively mild, the patient lives 
long enough to show overt signs of bone marrow 
depression. On the typical gastrointestinal picture is 
then superimposed severe pancytopenia with pur- 
pura and frank hemorrhage appearing during the 
second week; apparently, their onset is strongly 
accelerated by heavy losses of leukocytes into the 
inflamed alimentary tract. This hematopoietic form 
with gastrointestinal involvement, or gastrointesti- 
nal form with hematopoietic complications, fre- 
quently has been presented as the “typical radiation 
disease.” 


Dose Dependency of the Hematopoietic Form 


The hematopoietic form and the corresponding 
dose range deserve special attention for several 
reasons: first, fall-out radiation from 15 to 500 r 
probably will cover the largest land area by far; 
second, as analyzed by Meyer,” many emergency 
situations may arise in this atomic age which may 
force military as well as civil defense personnel to 
accept doses capable of eliciting the disease; and 
third, as demonstrated by numerous successfully 
treated cases, this form promises to reward the 
physicians’ efforts. For an exposed population, 
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medical authorities must base estimate of, and 
preparation for, the ensuing disease on the air dose 
when it is known (table 2) or on early signs and 
symptoms when the dose is unknown (table 3). 
With the reservation that the quoted values are 
only guidelines, and with the understanding that the 
dose actually received by a population will be 
highly uncertain under emergency conditions, the 
contents of table 2 can be briefly summarized as 
follows: Doses below 100 r are of no acute concern 
to the physician and will require no treatment other 
than psychological reassurance. In the dose range 
from 100 to 200 r, about 50% of the population will 
experience mild degrees of prodromal effects and 
hematopoietic depression that can be watched and 
treated on an ambulatory basis. A dose level in the 
neighborhood of 200 r must be defined as the hos- 
pitalization threshold, since beyond this point the 
full-blown hematopoietic form will appear with all 
its complications and will show an incidence among 
the population which will rapidly grow with the 
dose. This hospitalization threshold is a concept 
important for medical organizations and logistics. 
The subthreshold range generally requires nothing 
but psychological reassurance and precautionary 
blood cell counts, whereas the suprathreshold range 
necessitates arrangements for hospital facilities, 


TABLE 3.—Interrelations Between Clinical Picture and 
Dose Level 


Signs and Symptoms Dose Indicated 
Roentgens 


Clinieal Course 
Expected 


Nausea and vomiting 


Less than 100 Trivial 

Present .................More than 100 Surveillance needed 
Latent phase 

aan 2 WE. More than 400 Gastrointestinal 


complications 


More than 2 wk. ....... Less than 400 Typical hematopoietic 


form 
Fever 
Less than 400 Typical hematopoietic 
form 
ere More than 400 Gastrointestinal 


involvement 
Epilation 


Less than 300 Typical hematopoietic 
form 
dad More than 300 Possible gastrointestinal 


involvement 
Persistent diarrhea 


Less than 400 Typical hematopoietic 
form 
Present .................More than 400 Gastrointestinal form 


Leukopenia 
WBC above 2,500/ 
WBC between 2,500 and 
1,000/cu.mm. ......... 


Mild hematopoietic form 


Moderate hematopoietic 
form 

WBC below 1,000 

Grave hematopoietic form 


Lymphopenia within 48 hr. 

Less than 50 Trivial 

Less than 100 Trivial 


Lymphocytes less than 


of normal values.. More than 100 Surveillance needed 


personnel, and supplies. Between 200 and 400 r— 
perhaps even 500 r—the typical, fully developed 
hematopoietic form of the disease must be antici- 
pated. Mortality of this form was 50% at the im- 
provised facilities of Hiroshima and Nagasaki; it 
was 30% at the University of Tokyo; and it is 
expected to be further reduced at modern hospital 
establishments. Since the dose range beyond 400 r 
is poorly documented for man, definite statements 
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are precluded; however, it is rather certain that, 
with increasing dose, gastrointestinal involvement 
will pose a growing problem and will significantly 
cloud prognosis. Currently available data are insuffi- 
cient either to support or to contradict the assump- 
tion that an acute exposure to 600 r is the highest 
one compatible with human survival. For further 
information, attention is drawn to several interest- 
ing monographs.’° 
Incidence and Duration of Hospitalization 

Susceptibility to ionizing radiation varies widely 
among individual members of a population exposed 
to the same dose. It must be emphasized, however, 
that such variation affects only the severity of the 
ensuing disease, not its characteristic time course. 
This statement, important to medical logistics, is 
underlined by figure 5. The course over time of the 
white blood cell count is based on large groups of 
Hiroshima survivors, whereas the doses have been 
estimated from therapeutic or nuclear radiation data 
and from animal experiments. Figure 5 clearly dem- 
onstrates that, independent of dose, maximal 
leukopenia occurs around the fifth week after ex- 
posure; consequently, severity of disease and inci- 
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Fig. 5.—Effect of various doses of penetrating ionizing 
radiation on white blood cell count of man, represented is 
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dence of hospitalization will culminate at this 
critical period. Owing to its characteristic progres- 
sion, the hematopoietic form will result in a specific 
pattern in the need for hospitalization (fig. 6). 
Although based on all human data presently avail- 
able, the values in figure 6, of course, are still highly 
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conjectural in nature; however, several points es- 
sential to military and civil defense planning appear 
to be rather firmly established. First, existence of 
a latent period of two to three weeks’ duration will 
allow medical authorities sufficient time to prepare 
necessary countermeasures; second, the height of 
hospital occupation will be reached during weeks 


100 | 
| 200r 


50 


PERCENT OF POPULATION HOSPITALIZED 


+ 9 10 12 
TIME OF HOSPITALIZATION(WEEKS POSTEXPOSURE) 


Fig. 6.—Estimate of incidence and duration of hospitaliza- 
tion for populations exposed to various doses of penetrating 
ionizing radiation. 


five and six after exposure; and, third, appreciable 
numbers of patients can be released after the sec- 
ond month after exposure. 

As in any other severe disease, the acute radiation 
syndrome may be followed by delayed complica- 
tions. Induction of leukemia, cataract, or neoplasm 
has been observed in a relatively small percentage 
of Hiroshima and Nagasaki survivors. However, 
the overwhelming majority among both Japanese 
bomb casualties and persons exposed to nuclear 
radiation have regained normal health and fitness 
to pursue their former occupations with full vigor. 


Summary 


Based on comparative analysis of data derived 
from radiotherapy patients, persons involved in 
nuclear accidents, Japanese bomb casualties, and 
animal experiments, the clinical picture of the acute 
radiation syndrome is described with its three sub- 
divisions: cerebral, gastrointestinal, and hema- 
topoietic forms. Signs and symptoms are dependent 
on dose level and individual susceptibility. The 
hematopoietic form of the disease will probably 
pose the major problem facing the physician under 
catastrophic conditions. Some basic rules for medi- 
cal radiation defense planning are, therefore, de- 
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NEUROTROPHIC ULCERS OF THE FEET 
REVIEW OF FORTY-SEVEN CASES 


Patrick J. Kelly, M.D. 
and 
Mark B. Coventry, M.D., Rochester, Minn. 


Neurotrophic affections of the feet masquerade 
under a multitude of names. Terms frequently used 
are malum perforans pedis, perforating ulcer of the Any persistent nonhealing ulcer, particu- 
foot, melanoderma, familial ulceromutilating acrop- larly when associated with a callus, should 
athy, neurovascular dystrophy, and trophopathia alert the clinician to neurotrophism as the 
pedis myelodysplastica. Neurotrophic ulcer is per- cause. Opinion is divided to some degree on 
haps the most descriptive term for this group. Ac- the bone and joint changes seen by radiog- 
cording to Jelliffe,* Nélaton and Vesigne in 1852 raphy in patients with neurotrophic lesions 
were the first to call attention to this condition. of the feet. Roentgenographic changes of a 
Jelliffe reviewed the history of neurotrophic affec- degenerative character in any foot with 
tions of the feet and the early literature, recording proved peripheral sensory impairment are 
220 articles on this subject prior to 1894. indicative of neurotrophic arthropathy. The 
Early authors recognized the common denomina- association of bony proliferation that is 
tor as damage to sensation, either peripheral or meaningless or excessive should further alert 
central in origin. Diabetes complicated by pe- the clinician. Periosteal thickening, if affect- 
ripheral neuropathy is the most frequent cause of ing a site remote from an ulcer, may be 
significant. Therapeutic measures include 
Foundation, The Mayo Foundation ist Par’ of the Graduate Schon! 
the University of Minnesot head, toe amputation, and major amputation. 
Read before the Section on Orthopedic Surgery at the 107th Annual 
yd of the American Medical Association, San Francisco, June 25, 
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such ulcers. Martin’ in 1954 noted the frequency 
of neurotrophic disorders of the feet in persons with 
diabetes. He emphasized the need to recognize this 
fact and to distinguish these ulcers from those due 
to infection per se and to occlusive vascular disease. 

Myelodysplasia frequently causes neurotrophic 
ulcers. Jackson *® discussed errors in the develop- 
ment of the spinal cord and column and expressed 
the view that cervical and lumbosacral syringomye- 
lia are related entities. Van Epps and Kerr,‘ Less- 
mann and Poth,* and Mulvey and Riely ° alluded to 
this close relationship. Whatever the relationship 
may be, all will agree that both myelodysplasia 
and syringomyelia are causes of neurotrophic le- 
sions of the feet. Post-traumatic lesions of the cord,’ 
tabes dorsalis,* and injuries of the sciatic nerve ' 
are known causes of neurotrophic ulcers. It is worth 
noting that tabes is less frequently mentioned in 
the recent literature. 

Opinion is divided to some degree on the bone 
and joint changes seen by radiography in patients 
with neurotrophic lesions of the feet. Hodgson and 
co-workers ° and Ritvo '° expressed the belief that 
changes noted by radiography, attributed to neuro- 
trophism, are in actuality due to infection. In the 
series of Hodgson and co-workers only 15 of 61 
patients had evidence of sensory deficit. Martin * 
contested this view and said that the radiologic ap- 
pearance of a neurotrophic joint is that of “hyper- 
trophic arthropathy with destruction of the subar- 
ticular bone and excessive new bone formation but 
without periosteal reaction or evidence of bone 
reabsorption.” He has noted such changes without 
soft-tissue infection or with soft-tissue infection re- 
mote to the site of neurotrophic changes in the 
bones and joints. All of Martin’s patients had neurop- 
athy.'' Changes of a hypertrophic nature without 
new bone formation can be easily passed over as 
purely degenerative rather than neurotrophic. Mul- 


TaBLe 1.—Roentgenographic Findings in Forty-seven 
Patients with Neurotrophic Ulcers 
Changes, No 


Defi- Ques- 
Cause of Uleers nite Mixed tionable None Total 


ev. 6 6 6 5 23 
2 1 5 
1 2 3 6 
Old sciatic nerve injury ............. 2 2 
Peripheral neuritis in 

Neuropathy of herpes zoster ....... ... aed set 1 1 
cos bas 1 1 

9 7 12 19 47 


vey and Riely * have recorded such changes in the 
first metatarsophalangeal joint, and Martin * has re- 
corded them in the midtarsal joint. 

Little is found in the literature regarding the 
treatment of neurotrophic ulcers. Adequate diabetic 
control and the use of orthopedic appliances to pre- 


NEUROTROPHIC ULCERS—KELLY AND COVENTRY 


389 


vent weight bearing on the affected site are impor- 
tant.* A two-stage operation, with débridement and 
packing followed by closure, or with healing by 
second intention, was advised by Kern.’* According 
to Martin * local surgical treatment, when combined 


Fig. 1.—Distribution of neurotrophic ulcers in 47 patients. 
Those on tips of toes were often multiple. 


with antibiotic therapy, can very often save a limb. 
In his experience ulcers under metatarsal heads can 
be treated by excision of the metatarsal head in 
many cases; however, a two-stage operation is man- 
datory. Kulowski and Perlman ™ said that their re- 
sults from local surgical measures were disappoint- 
ing, only 2 of 29 patients receiving lasting benefit; 
however, these authors reported their results prior to 
the use of antibiotics and made no mention of using 
orthopedic appliances to modify weight bearing. 


Method of Study 


The case records of all patients treated at the 
Mayo Clinic for neurotrophic ulcers in the period 
1946 through 1955 were reviewed; this entailed re- 
view of the records of all diabetic patients who had 
lesions of the feet. Only those diabetics with ade- 
quate peripheral circulation, as judged by careful 
clinical examination, and with evident peripheral - 
neuropathy were included. Follow-up data were 
obtained in December of 1956 by questionnaire. 
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Patients with neurotrophic ulcers from other causes 
were evaluated in a similar manner. Evaluation as to 
whether the ulcer was neurotrophic was usually 
a combined effort of the sections of peripheral vas- 
cular disease, metabolism, neurology, and orthope- 
dics. In this manner, 47 patients with ulcers due to 
neurotrophic causes were chosen for study. 
Findings 

The distribution of the cases on the basis of cause 
of the neurotrophic ulcers is given in table 1. It is 
seen that diabetic neuropathy was the most fre- 
quent cause, while tabes dorsalis accounted for only 
one case. To our knowledge no other case of neuro- 
trophic ulcer of the foot has been reported after 
herpes zoster. 

Ulcers were most common over the plantar aspect 
of the feot in the region of the metatarsal heads. 
The medial aspect of the plantar surface of the 
hallux, the lateral aspect of the fifth metatarsal 
head, and the tips of the toes were frequent areas 
for ulcers. Ulcers on the surfaces of the metatarsal 
heads were always associated with thick heavy 
callosities which preceded the appearance of the 
ulcer. 

Figure 1 shows the location of the ulcers on the 
plantar aspect of the foot. Fifty-nine plantar ulcers 
were noted in 46 patients; the other patient had an 
ulcer on the dorsum of the fore part of the foot. 
Myelodysplastic neurotrophic ulcers were often 
noted on the tips of the toes. Diabetic neurotrophic 
ulcers were confined almost exclusively to the re- 


Fig. 2.—Neurotrophic ulcers secondary to myelodysplasia. 
Note pregangrenous condition of toe. 


gion of the metatarsal heads and the medial aspect 
of the plantar surface of the hallux. Ulcers due to 
the sequelae of lesions of the cord or cauda equina 
were common on the heel. 

The distribution of the ulcers indicates a mechan- 
ical factor. In reviewing these patients’ records one 
is impressed with the architecture of the patients’ 
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feet. A broad, splay, or metatarsus latus type of 
foot with hammer toes, hallux valgus, and promi- 
nent metatarsal heads seemed to be the rule. 
Characteristically the ulcer was punched out and 
circular. It was associated with infection and on 
occasion a pregangrenous appearance. Figure 2 
demonstrates this in a patient with myelodysplasia. 


Fig. 3.—Examples of purely neurotrophic changes. a, Pure- 
ly neurotrophic changes at talonavicular joint in 69-year-old 
diabetic patient. Neurotrophic ulcer of fourth toe, remote 
from talonavicular joint, had been present only four weeks. 
b, Neurotrophic changes at first tarsometatarsal joint with pro- 
liferative changes between bases of first and second metatar- 
sals in 62-year-old patient with myelodysplasia. Neurotro- 
phic ulcers were also present at tips of third and fourth toes 
remote from site of neurotrophic joint changes. c, Typical 
Charcot ankle in 50-year-old patient with syringomyelia. 
Neurotrophic ulcer was over second metatarsal head of op- 
posite foot. 


The presence of strong pedal pulses and normal 
venous filling time and the resolution of this pre- 
gangrenous appearance with conservative manage- 
ment were in sharp contrast to what is observed in 
patients affected with occlusive vascular disease. 
Pinch grafts to the great toe resulted in healing in 
this patient. Such a lesion in an elderly diabetic 
person could be mistakenly ascribed to occlusive 
vascular disease. 

Neurological examination is necessary not only to 
establish a diagnosis but also to map out zones with 
sensory changes; information on these zones is help- 
ful to the surgeon if amputation is deemed advis- 
able. Sensory alteration which follows dermatome 
patterns is found in radicular lesions, myelodyspla- 
sia, and old injuries of the cord; this is not true in 
diabetic neuropathy. 
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All the available roentgenograms of these patients 
were reviewed. In cases in which roentgenograms 
were not available for study, the recorded descrip- 
tion and opinion of the roentgenologist were ac- 
cepted; these roentgenograms were nearly all re- 
ported as showing no abnormality. In our opinion, 
changes of a degenerative character in any foot 


Fig. 4.-Example of combination of neurotrophic and in- 
fectious bony change. Proliferative changes are at first met- 
atarsophalangeal joint. Change in second and third metatar- 
sophalangeal joints is probably secondary to infection. There 
are changes of neurotrophic nature at first tarsometatarsal 
joint, 


with proved peripheral sensory impairment are in- 
dicative of neurotrophic arthropathy. The associa- 
tion of bony proliferation that is meaningless or ex- 
cessive should further alert the clinician. Periosteal 
thickening, if affecting a site remote from an ulcer, 
may be significant. Proliferation and _ sclerotic 
changes at the first metatarsophalangeal joint and 
the midtarsal joints are significant. It is difficult to 
believe that such changes in the midtarsal or ankle 
joint could be caused by infection in the fore part 
of the foot. At the same time “pencilling” of the 
metatarsals and purely destructive changes in the 
phalanges and metatarsal heads can be infectious 
rather than neurotrophic. It would seem logical 
that these two types of changes could coexist. 
Our criteria for assigning a particular bony 
change are demonstrated in figures 3, 4, and 5. Fig- 
ure 3 portrays examples of what we call purely neu- 
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rotrophic changes. Figure 4 demonstrates what we 
think is a combination of neurotrophic and infec- 
tious changes in the joints; we consider this a mixed 
roentgenographic finding. What we classify as ques- 
tionable (fig. 5) are probably infectious changes in 
the bones or joints. The roentgenographic findings 
in the 47 patients with neurotrophic ulcers are given 
in table 1 on the basis of the foregoing criteria. 


Treatment 


Conservative measures are most important in a 
proper program of therapy. Control of the meta- 
bolic problem in diabetes is paramount. Good foot- 
wear, with well-placed pads and bars, is essential. 
It is important that these measures be continued as 
adjuvants to any surgical procedure. In this series 
of cases nearly all of these measures had been tried 
prior to the patient's arrival at the Mayo Clinic. 

The surgical procedures used in these 47 patients 
are given in table 2. The results of these procedures 
were evaluated 1 to 10 years later. A follow-up 
period of less than two years was not considered 
adequate for determining definitive results. The 
fact that a multitude of surgical procedures had 
been done on a small number of patients made 
evaluation difficult. Hence, we shall present here 
only the impressions that were gained from the fol- 
low-up. 

For ulcers under metatarsal heads, removal of the 
toe and the metatarsal head was often successful. 
In some cases removal of the metatarsal head alone 


Fig. 5.—Examples of questionable, though probably infec- 
tious, changes in bones and joints. a, Appearance of foot six 
years after removal of fifth metatarsal and phalanges of 27- 
year-old patient with myelodysplasia and five-year history of 
ulcer over fifth metatarsal head. Third and fourth proximal 
phalangeal shafts are attenuated. There has been no soft- 
tissues infection in six-year period since operation. Changes 
may be secondary to infection or of neurotrophic nature. b, 
Recurrent neurotrophic ulcers in another patient, on plantar 
surface of fore part of foot for 10 years. Changes in fourth 
and fifth metatarsal shafts appear to be infectious. Third 
metatarsal was amputated elsewhere. 


was of lasting benefit. This was best performed as a 
two-stage procedure, and in some cases it was bet- 
ter to allow healing by second intention than by 
secondary closure. Figure 6 demonstrates an ulcer 
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so treated. Diabetic neurotrophic ulcers of relative- 
ly short duration (6 to 18 months) were most fre- 
quently treated in this way. 

Below-knee amputation was at times the only 
answer to a difficult situation in which recurring 
ulcers, often multiple, had plagued the patient for 


TasLe 2.—Forty-nine Operative Procedures on Forty-seven 
Patients with Neurotrophic Ulcers 


Myel- Syrin- Old Sciatic 
Re- Dia- odys- gomy- Cord Nerve Miscel- 


Operation sult* betes plasia elia Injury Injury laneous 
Toe amputation ...... Ss 7 2 
F 1 
I 1 1(unde- 
er- 
mined) 
Excision of 
metatarsal head .... 8 4 1(tabes) 
Amputation 
Below knee .......... Ss 2 1 1 
I 1 
Transmetatarsal ... F 2 
Curettage of ulcer .... 8S 1 3 1(herpes) 
F 2 
I g 


Excision and 


1(P.N.t) 


Excision and 
pedicle graft ........ Ss wea 1 
1 eee 
1 
23 8 6 5 38 4 
*S = successful; F = failed; I = follow-up inadequate or less than 
2 years. 
t Peripheral neuritis in rheumatoid arthritis. 


years. One Syme amputation was performed suc- 
cessfully in a patient with myelodysplasia. This is 
significant in that the neurological examination 
showed that the proposed heel flap had good sensa- 
tion and points up the value of a neurological in- 
vestigation. Transmetatarsal amputation was per- 
formed only twice, both instances in diabetics, and 
failed on both occasions. Both of these patients had 
had recurrent ulcers for 10 years. 

Cross-leg pedicle skin grafts failed in three out 
of four patients. The fourth patient had an excellent 
early result one year later; the ulcer in this case was 
associated with an injury to the sciatic nerve. 

Simple débridement of the ulcer was successful 
in some patients. It would seem to be indicated in 
elderly diabetics with symptoms of short duration, 
especially if combined with properly fitted shoes 
and restriction of activities. 


Comment 


Neurotrophic ulcers have not received adequate 
attention in recent medical writings. Any persistent, 
nonhealing ulcer, particularly when associated with 
a callus, should alert the clinician to neurotrophism 
as the cause. In the diabetic patient, particularly 
the elderly one, more thought should be given to 
_ prophylactic measures to protect the region of the 
metatarsal heads. Perhaps routine roentgenographic 
examination of the feet of the diabetic patient 
would be advisable. 
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Once neurotrophic ulcer is an established fact, a 
variety of therapeutic measures are available. These 
include simple curettage, removal of the metatarsal 
head, toe amputation, and major amputation. The 
duration of symptoms, the age of the patient, and 
the underlying cause are factors that must be evalu- 
ated. In the elderly diabetic with a neurotrophic 
ulcer of few months’ duration, débridement of the 
ulcer and trimming of the callus, combined with 
restriction of activity and the wearing of adequate- 
ly padded shoes, may be sufficient to heal the ulcer 
and prevent further difficulty. 

In patients in the third decade of life with mye- 
lodysplasia and prolonged, recurrent neurotrophic 
ulcers a major amputation may be the only treat- 
ment of lasting benefit, but the amputation should 
be done at the lowest level possible. The chance of 
involvement of the other foot must be kept in mind. 


Fig. 6.—Neurotrophic ulcer allowed to heal by second in- 
tention after removal of fourth metatarsal head. 


Finally, in diabetic patients lesions of the foot 
due to occlusive vascular disease constitute an en- 
tirely different problem and have been discussed 
by one of us and Janes ** elsewhere. Infection, neu- 
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rotrophic factors, and occlusive vascular disease 
can and usually do, in some degree, coexist in the 
diabetic patient. When occlusive vascular disease 
of a moderate to marked degree is present, the foot 
must be treated primarily for the occlusive vascu- 
lar disease. Ill-advised minor surgical procedures 
may hasten the need for a major amputation. 
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OF THE TREATMENT OF TETANUS 


Charles L. Miller, M.D. 


and 


V. K. Stoelting, M.D., Indianapolis 


Tetanus is an infectious complication of wounds 
caused by Clostridium tetani and its toxin. It is 
characterized by local or generalized convulsive 
spasms of voluntary muscle which may result in 
periods of respiratory arrest. There is a high mortal- 
ity—40-50%. Tetanus can occur as a complication of 
large or small wounds, lacerations, fractures, burns, 
abrasions, abortions, insect bites, and postnatal sep- 
aration of the umbilical cord. 

The management of tetanus at the Indiana Uni- 
versity Medical Center has evolved during the past 
seven years through treatment of 50 patients, rang- 
ing in age from 18 months to 75 years. Management 
can be accomplished by a coordinated team of an- 
esthesiologist, ear, nose, and throat specialist, in- 
ternist, and/or pediatrician or by a single physician 
in a smaller hospital. The success of the treatment 
depends on early diagnosis. The object is to prevent 
asphyxia by controlling the muscle spasms and to 
provide good supportive care. 

As soon as tetanus is suspected, an anesthesiolo- 
gist is requested to begin sedation. Initially, sedation 
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The plan for managing patients with 
tetanus has three features: immunization, 
diagnosis, and sedation. Their effectiveness 
is shown by experience with 17 patients over 
a period of 7 years. The mortality was 17%, 
which is lower than the national average of 
40%. As soon as tetanus is suspected, an 
anesthesiologist is requested to begin seda- 
tion by large doses of short-acting barbitu- 
rates injected intramuscularly at six-hour in- 
tervals. Promethazine hydrochloride is given 
intramuscularly midway between the barbi- 
turate injections to reduce the anxiety of the 
patient. A prophylactic tracheotomy is per- 
formed under local anesthesia, and a sup- 
portive program is then started. The sedation 
is maintained in order to prevent convulsions 
with apnea; while it continues, the patient 
must be turned every two hours to prevent 
decubitus ulcers and hypostatic pneumonia. 
After the initial critical period of 7 to 10 
days, oral medication generally becomes 
possible. 
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is produced by large doses of barbiturates, while a 
prophylactic tracheotomy is performed with the pa- 
tient under local anesthesia. A supportive program 
is then started. 

Sedation 


Short-acting barbiturates, for example, secobarbi- 
tal (Seconal) sodium and pentobarbital (Nembu- 
tal), are the drugs of choice. Their short action 
prevents long periods of overdepression while the 
dosage is being adjusted. The initial dose is 3 to 5 
mg. per pound given intramuscularly for children 
and 100 to 150 mg. given intramuscularly for adults. 
During the first 24 to 72 hours, this may be given 
every two, three, or four hours, depending on the 
judgment of the anesthesiologist as he sees the pa- 
tient at these intervals. It can be supplemented by 
the anesthesiologist with intravenously given thio- 
pental (Pentothal) sodium or thiamylal (Surital ) 
sodium if convulsions occur. The intramuscular 
route is preferred because of the predictable rate 
of absorption, which is lacking in both the orally 
and the rectally given medicameits. A continuous 
intravenous drip is avoided because the patient is 
more apt to become overdepressed. 

The object of the sedation is to prevent convul- 
sions with apnea. The patients will not be flaccid 
with barbiturates. There will be muscle rigidity 
and some opisthotonos, but convulsions resulting 
from external stimuli can be prevented. Some res- 
ponse to stimuli is felt to be beneficial in decreasing 
the pulmonary complications. As an additional aid 
in reducing external stimuli and, hence, the total 
amount of barbiturates given, the patient is placed 
in a quiet, darkened room, preferably with air con- 
ditioning. This is of additional value in maintaining 
water balance, since the patient with tetanus char- 
acteristically has diaphoresis. Some of the usual 
nursing duties, such as daily baths, must be stopped. 
However, turning the patient every two hours to 
help prevent decubitus ulcer and hypostatic pneu- 
monia is essential. 

After the initial critical period of 7 to 10 days, it 
may be necessary to consider oral medication if the 
patient can swallow adequately. If swallowing is 
still a problem, then gavage or rectal route is indi- 
cated. This is necessitated by the small amount of 
muscle mass in children compared to the large 
amount of induration with intramuscularly adminis- 
tered barbiturates. 

To meet this problem, promethazine (Phener- 
gan) hydrochloride has been added to the regimen. 
The adult dose is 25 mg. given intramuscularly ev- 
ery six hours, with the barbiturate given midway 
between. Four adults have been treated in this 
manner, and each reported less anxiety about his 

condition after the promethazine was added. This 
is important, since the patient with tetanus remains 
lucid during his periods of wakefulness. 
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Wound Management 


The site of infection, if located, is débrided, and 
tetanus antitoxin is injected locally. The patient also 
receives 50,000 to 100,000 units of tetanus antitoxin 
to neutralize the free toxin. The patient is given a 
skin test prior to the antitoxin administration, but 
a routine prophylactic treatment against serum re- 
action is not done. 

Additional care includes hyperventilation by the 
anesthesiologist and therapy with antibiotics to de- 
crease the incidence of pulmonary complications. 
Physical therapy is started as soon as possible, usu- 
ally about two weeks after the patient’s admission. 
This helps to relieve the residual muscle spasm fre- 
quently present in the hips, back, and masseter 
muscles. 

Complications 


The pulmonary complications have been men- 
tioned. One patient, an 18-month-old boy, required 
an additional three weeks of hospitalization for skin 
grafting after a slough from subcutaneous rather 
than intramuscular injection of barbiturates. As a 
result of this incident, the nurses record the site of 
injection so that rotation is assured. Since this pro- 
cedure was started, one year ago, this complication 
has not recurred. 

Another child developed foot drop from being 
taped to a sand bag for seven days during intrave- 
nous therapy. He subsequently recovered. The veins 
must be watched carefully for evidence of thrombo- 
phlebitis. 

A 31-year-old woman died on her second hospital 
day. She had received psychiatric therapy for an 
anxiety reaction a few years previously, and her 
muscle spasm and tight jaw was diagnosed as con- 
version reaction. Tetanus was not considered until a 
few hours prior to her death. At this time, the his- 
tory was obtained of the patient being hit by a piece 
of brick thrown by a power lawn mower seven days 
earlier. This case clearly illustrates the need for a 
high index of suspicion in all cases of muscle spasm 
and the need for prophylactic immunization of all 
adults as well as children. 


Summary 


The management of patients with tetanus at the 
Indiana University Medical Center has evolved dur- 
ing the past seven years. The curare drugs were used 
prior to 1955. Since 1955, only the barbiturates and 
promethazine hydrochloride have been used. There 
have been 17 patients with tetanus during this time; 
only three fatalities occurred, and one patient who 
died had not been seen in the anesthesiology de- 
partment. This gives a 17% mortality rate, compared 
to a national average of 40%. All of the patients who 
died had an incubation period of less than seven 
days. The three important features of management 
are immunization, diagnosis, and sedation. 
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It was suggested that this paper on bladder neck 
obstruction should be prepared with the interest of 
the general practitioner in mind and it is our hope 
that it will be of help to him in attaining a better 
understanding of the problems of diagnosis, where 
the diagnosis is obscure, as it not infrequently is, 
and of the problems connected with the postoper- 
ative care of the patient after he has been returned 
to his home, which often is a considerable distance 
from the hospital in which his operation was done. 

The extent to which the referring or home phy- 
sician can participate in the postoperative care of 
these patients depends on his interest, his training, 
and his equipment. Not every family physician has 
the equipment in his office for catheterization, blad- 
der lavage, and the passage of sounds, nor does 
everyone care to take the time necessary for that 
phase of treatment. Nevertheless, a thorough un- 
derstanding of the problems that may arise during 
the postoperative period will help the family phy- 
sician to contribute greatly to the recovery of the 
patient. 

Diagnosis 

Bladder neck obstruction in men is usually due 
to an enlargement of the prostate or to contracture 
of the margin of the vesical outlet, and the diag- 
nosis is suggested by the patient’s story of having 
difficulty in passing urine. This difficulty may vary 
from nothing more than a slight reduction in the 
size and force of the stream, with a tendency of 
the stream to be interrupted, to a complete reten- 
tion of urine requiring immediate catheterization. 

The degree of difficulty experienced by the pa- 
tient cannot be depended on as a criterion of his 
need for surgical treatment, since occasionally large 
amounts of residual urine and even renal damage 
from back pressure will be found in men who have 
been having only the slightest amount of subjective 
difficulty. Nor can the size of the prostate as de- 
termined by rectal palpation be depended on as a 
measure of the degree of bladder neck obstruction 
present, since in many instances the obstruction will 
be due to an intravesical enlargement of the pros- 
tate, not palpable through the rectum, or to a collar 
of tissue at the vesical outlet. 


Associate Professor of Urology, University of Louisville School of 
Medicine (Dr. Ray), and Resident in Urology, St. Joseph Hospital 
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DIAGNOSIS, TREATMENT, AND POSTOPERATIVE CARE OF BLADDER 
NECK OBSTRUCTION 


Edward H. Ray, M.D. 


Luis Cervantes, M.D., Lexington, Ky. 


The physician in general practice is im- 
portant in both the preoperative diagnosis 
and the postoperative care of the patients 
with obstruction of the neck of the bladder. 
The diagnosis is not always easy, for neither 
the degree of difficulty in urination nor the 
size of the prostate as judged by rectal ex- 
amination is a completely reliable criterion 
for the need of surgery. The author believes 
therefore that endoscopic examinations 
should be done oftener than in the past. 
Experience with 2,160 men who underwent 
transurethral resection for prostatic hyper- 
trophy during the 12-year period from 1946 
to 1957 inclusive showed that the home 
physician should be prepared for some of 
the complications that may occur after the 
patient has left the hospital. These include 
extravasation of urine, hemorrhage, reten- 
tion, incontinence, pyuria, stricture of the 
urethra, and contracture of the vesical neck. 
Pus, with or without bacteria, usually persists 
in the urine for several months. The indis- 
criminate use of antibiotics is to be dis- 
couraged. Unless the pyuria is accompanied 
by other painful or disquieting symptoms, no 
great effort should be made to eliminate it, 
since this is impossible until wound healing 
is complete. 


Because of these and other considerations, we 
make endoscopic examinations promptly on men 
whose symptoms even slightly suggest obstruction, 
if other findings have not enabled us to evaluate 
the situation satisfactorily. A 16 F. or an 18 F. pan- 
endoscope is used and the examination can be made 
in the office in 5 to 10 minutes without anesthesia 
and usually with very little pain or reaction. The 
information obtained by this procedure permits an 
evaluation of the degree of obstruction and of any 
need for surgical intervention. 


Treatment 


There are several operations for the reliet of blad- 
der neck obstruction and, with drugs to control 
urinary sepsis, better anesthesia, and a better under- 
standing of physiology, each operation is relatively 
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safe when compared with the experiences of 20 
years ago. Some urologists prefer one method and 
some prefer another but the majority recognize 
that the transurethral resection is best suited in 
those cases in which the amount of tissue to be 
resected is small, and perhaps a majority will, when 
possible, prefer to use the transurethral method in 
operating on their extremely aged and especially 
poor risk patients. 

Certain advantages are claimed for each proced- 
ure but the principal advantage claimed for the 
open enucleation operations, such as the retropub- 
ic, the suprapubic, and the perineal prostatectomies 
is that there is less postoperative morbidity from 
persisting urinary infection because of the more 
complete removal of the prostate than is sometimes 
accomplished by the transurethral method. Of 
course, this depends entirely on how thoroughly 
the prostate is resected transurethrally, for if it is 
adequately resected the patient is no more likely 
to have prolonged difficulty than if one of the other 
methods had been used. Neither is it to be under- 
stood that any of the enucleation operations, done 
by open operation, will prevent the recurrence of 
obstruction at a later date, although there is a slight- 
ly higher incidence of recurrence of obstruction after 
transurethral resection. 

Occasionally some patient will report that he has 
been advised to have his prostate removed by open 
surgical enucleation instead of by transurethral re- 
section so that he would not develop cancer of the 
prostate later on. This argument is, of course, en- 
tirely specious. No matter what method is used any 
patient may subsequently develop carcinoma of the 
prostate, since it usually develops in the posterior 
lobe which is not removed by anything less than a 
radical prostatectomy. 

On the other hand, the transurethral operation is 
less likely to result in a stormy postoperative course 
and carries with it a lower operative mortality than 
do the other methods. This in spite of the fact that 
it carries an added burden imposed by its use in 
the extremely aged and poor risk patients. Also it is 
less likely to be followed by incontinence of urine 
and is less likely to produce sexual impotence, 
which is important to some. 

As to the restriction of the transurethral resection 
to the smaller prostates, that, of course, is a matter 
that has to be decided by each individual surgeon. 
As the physician’s experience in doing transurethral 
prostatectomies increases, he will be inclined to 
apply it to larger prostates. Certainly the operation 
can be long and tedious and requires painstaking 
care. 
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Some urologists take the position that a prostate 
should not be resected transurethrally if it is antici- 
pated that the procedure will require more than 
an hour, but we cannot agree with the validity of 
this conclusion. With satisfactory low spinal anes- 
thesia under the supervision of a competent anes- 
thesiologist and with careful attention to hemostasis 
throughout the operation, it has been our experi- 
ence that one hour or three hours makes little differ- 
ence except in the weariness of the operator. 

This discussion is based on an experience with 
2,529 transurethral prostatectomies done on 2,160 
men during the 12 years prior to 1958. All of these 
were private patients and all were operated on by 
one of us (E. H. R.), who personally provided most 
of such postoperative care and treatment as was 
required. 

The patients’ ages ranged from under 50 years to 
97 years, with 16 being above 90 years of age. Most 
were in good physical condition generally, but 
many were severely debilitated from degenerative 
diseases, having developed urinary retention in con- 
junction with such things as cerebral vascular ac- 
cidents and coronary thrombosis. Having been 
admitted for one condition, they could not be reha- 
bilitated until after being relieved of the associated 
obstruction and, although constituting an advanced 
risk group, they had to be operated on in spite of 
the realization that the hazards of surgery were ex- 
ceedingly great. If concern for our statistical record 
had been allowed to be of influence, suprapubic 
cystostomy instead of transurethral resection might 
have been used in many of these poor risk patients. 
It seemed, however, that transurethral resection did 
not carry much, if any, greater risk than suprapubic 
cystostomy, so transurethral resection was under- 
taken. 

In this series there were 25 deaths for a percent- 
age of 1.04, and in arriving at this figure multiple 
resections during the same hospital admission have 
been counted as one. Six deaths which were 
counted as operative deaths occurred 26, 35, 38, 42, 
60, and 67 days after operation and were included 
because for one reason or another the patient re- 
mained in the hospital far beyond the time he might 
have been expected to do so. Most of these six 
were nursing problems when admitted to the hos- 
pital and were allowed to remain in the hospital 
after operation for lack of facilities at home. If a 
less rigid statistical standard had allowed the elim- 
ination of these six cases as operative fatalities, the 
percentage would have been reduced to slightly 
less than 0.8%. 
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Complications and Postoperative Care 


A statistical review of this entire group of patients 
has not been completed, but such a review of a 
number of consecutive cases is perhaps sufficient 
to establish a reliable trend. 

Urinary Extravasation—Four patients out of a 
group of 888, or 0.045%, had perforation of the cap- 
sule at the time of operation, with extravasation of 
the irrigating fluid. All occurred as the resections 
were being completed and were characterized by 
lower abdominal pain and rigidity of the abdomi- 
nal wall. All were recognized promptly and relieved 
by suprapubic drainage of the prevesical and lat- 
eral vesical spaces. All four patients recovered with- 
out further incident. 

Postoperative Bleeding.—Bleeding may be slight 
to severe and may occur anytime from immediate- 
ly after the operation until the time of complete 
wound healing, with the tendency to bleed being 
gradually reduced as wound healing takes place. 
In our experience troublesome bleeding rarely oc- 
curs after three weeks but has occurred six weeks 
after operation. 

Most of the time the bleeding will be controlled 
by the use of an indwelling catheter with irrigations 
through a semiclosed apparatus making use of a 
gradual decompression feature. We use a 22 F. 
self-retaining catheter with 10-cc. balloon and do 
not pull it down. Neither do we waste much time 
trying to control severe bleeding with irrigations 
but prefer to return the patient to the operating 
room before there has been much loss of blood. Of 
888, 15 (1.6%) had to be returned to the operating 
room for control of postoperative bleeding. 

After returning home, many patients will experi- 
ence the passage of small amounts of blood at the 
beginning or at the ending of urination. This need 
cause no concern, but if it is found that clots are 
being formed and that the patient is having some 
difficulty in expelling them, prompt intervention is 
indicated and the patient should be returned to the 
care of the urologist as quickly as possible. If com- 
plete retention has already occurred, catheterization 
by the home physician may remove enough of the 
contents of the bladder to make the trip back to the 
hospital less of an ordeal than it would otherwise 
be. 

Postoperative Retention of Urine.—A number of 
these patients will be unable to urinate adequately 
after the catheter has been removed and may con- 
tinue to have moderate to large amounts of residual 
urine for days and even weeks after the operation. 
This is not necessarily due to any inadequacy of the 
resection, although that possibility should be 
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thought of first and either ruled out or discovered 
by endoscopic examination before too much time 
has been wasted. Many times the persisting re- 
tention will be due entirely to an atonicity of the 
bladder, perhaps the result of arteriosclerotic 
changes in the cord or to long-standing overdisten- 
tion of the bladder prior to surgery. Most of these 
patients will gradually improve to the point of com- 
plete or almost complete emptying of the bladder, 
although the weeks required for this to be 
achieved are among the most discouraging for the 
urologist as well as for the patient. 

The presence of a large diverticulum of the blad- 
der may at times be the only reason why some pa- 
tient fails to empty his bladder satisfactorily after 
operation, for even in the presence of a competent 
detrusor the inelastic walls of the diverticulum will 
allow large amounts of urine to be retained there. 
Only surgical removal of the diverticulum will cor- 
rect this situation. 

Incontinence of Urine.—In this group of 888 pa- 
tients, 3 (0.033%) had incontinence of urine which 
persisted after wound healing had occurred and in- 
fammation had cleared. Many experienced a trans- 
itory small degree of incontinence after the opera- 
tion, consisting of nothing more than the loss of 
small amounts of urine on coughing, sneezing, or on 
suddenly getting up out of bed or out of a chair. 
Sometimes this loss is the result of the urgent de- 
sire to urinate which results when an amount of 
urine accumulates in the as yet unhealed bladder. 
When such incontinence is only slight in degree and 
not the result of persisting inflammation, a routine 
of exercise for the strengthening of the muscles of 
the perineum in which the patient is instructed to 
practice starting and stopping the urinary stream 
repeatedly will often help to overcome the tendency 
to leak. 

Persisting Infection.—All patients whose prostates 
have been operated on, no matter what the method, 
may be expected to have infected urine for a long 
time. In the majority, if the obstruction has been 
completely relieved, the infection will gradually 
clear up, requiring little or no help from the physi- 
cian. Unless accompanied by symptoms, the mere 
presence of pus in the urine during this period 
should cause no concern. 

If the patient, however, during the early weeks 
or months after the operation is found to be having 
much frequency of urination, with discomfort, 
marked infection of the urine, and perhaps not an 
entirely satisfactory stream although he may be 
emptying his bladder completely as determined by 
catheterization, the presence of remaining obstruct- 
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ing tissue has to be suspected and the sooner it is 
discovered the better it will be for all concerned. 
The passage of a 14 F. rubber catheter coudé should 
enable one to discover any stricture of the anterior 
urethra as well as the presence of any residual ur- 
ine. The absence of residual urine, however, does 
not give assurance that there is no impediment to 
the passage of urine and much can be learned by 
watching the patient urinate. A large, robust stream 
starting promptly and continuing without interrup- 
tion to conclusion is very good evidence of a satis- 
factory function. If the stream is slow to start, how- 
ever, is something less than forceful, and tends to 
be interrupted, it is to be suspected that an obstruc- 
tion at the neck of the bladder does exist and endo- 
scopy will probably reveal the presence of intraure- 
thral intrusions from the lateral lobes of the pros- 
tate, usually at the apex, which will have to be 
resected before the patient can obtain a satisfactory 
result. 

It is very difficult to have to tell such a patient 
that he needs further surgery, yet it is better to be 
in a position to tell him yourself than to have him 
learn the dismal fact from another urologist. 

On the other hand, the patient’s difficulties may 
not be the result of inadequate surgery at all, but 
may be due to the fact that he has a severe infection 
by one of the more virulent bacteria and until effec- 
tive medication is used it may be impossible to give 
him relief. The difficulty of eliminating such in- 
fections is often made more difficult by the presence 
of severe trabeculation with cellules and small di- 
verticula in the walls of the bladder that tend to 
retain infected urine. 

Since all of these patients should be expected to 
have pus in the urine, with or without bacteria, for 
an average of several months, it is not necessary 
to be concerned about its presence during this peri- 
od unless accompanied by painful and unduly fre- 
quent micturition. Unless such symptoms are pres- 
ent, no great effort should be made to eliminate the 
pus from the urine, since this cannot be accom- 
plished until after wound healing has been com- 
pleted. 

It has been our practice in the average case, 
having used chloramphenicol (Chloromycetin ) pre- 
operatively and for several days after operation, to 
keep the patient on therapy with methenamine man- 
delate (Mandelamine), 0.5 Gm., four times a day 
for three to four weeks longer and to make use of 
other drugs only as indicated. The indiscriminate 
use of antibiotics is to be discouraged and they 
should be withheld until a definite need is estab- 
lished. 

Stricture.—Stricture of the anterior urethra oc- 
curred in 9% of 474 of these patients, and most stric- 
tures occurred at or just proximal to the external 
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urethral meatus and in spite of the fact that meat- 
otomy was done before introducing the resecto- 
scope when the meatus was at all tight. These stric- 
tures usually manifest themselves early in the 
postoperative period within a matter of three or four 
weeks and respond to treatment by frequent dilata- 
tions with relatively small caliber sounds up to size 
18, 20, or 22 F. After a relatively short time, per- 
haps a month or two, the tendency toward further 
contraction disappears entirely. After these so-called 
premeatal strictures have been discovered and di- 
lated, it is important that the dilatation be main- 
tained by the frequent passage of a sound or sounds, 
preferably every day for a few days, and then after 
intervals of two or three days to a week, depending 
on how readily the stricture yields to treatment. 
The physician at home can be of great help in deal- 
ing with this complication, or the patient himself 
may be able to maintain the dilation with an instru- 
ment lent to him for that purpose. 

Contracture of the Vesical Neck.—Contracture of 
the vesical neck occurred in 1.4% of 474 cases. This 
is an exasperating postoperative complication which 
occurs much less frequently than does stricture of 
the anterior urethra, and occurs much later, often 
not manifesting itself until long after complete re- 
covery from the operation has taken place. It is 
most likely to occur in those patients who originally 
had small prostates in association with a consider- 
able degree of fibrosis at the bladder neck. At times 
the contracture is so severe that on endoscopy it 
will have the appearance of a diaphragm with a 
filiform opening in the center. Some contractures 
are easily dilatable with sounds but usually require 
frequent dilatations at varying intervals for an in- 
definite length of time in order to maintain an ade- 
quate passage. Further resection is usually followed 
by further contraction, and in most cases the use 
of sounds is preferable and will be effective. In an 
occasional case a Y-V plasty anteriorly at the blad- 
der neck and the removal of a wedge of tissue pos- 
teriorly may be required. 


Summary 


The diagnosis of bladder neck obstruction may be 
obscure, therefore endoscopic examination should 
be used more frequently for evaluation of the blad- 
der neck situation. Transurethral resection was per- 
formed 2,529 times on 2,160 men during a 12-year 
period, with an operative mortality of 1.04%. With 
the elimination of six questionable cases, the oper- 
ative mortality would have been 0.8%. The care 
of these patients during the postoperative period 
places emphasis on the complications that may oc- 
cur after they have been dismissed to their homes 
and to the care of their home physicians. 


203 W. Second St. (Dr. Ray). 
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In 1949, Polge and co-workers ' made the chance 
observation that animal and fowl spermatozoa could 
withstand freezing at -79 C if previously exposed 
to a 20% glycerol solution. In connection with this 
work, Smith noted that erythrocytes which con- 
taminated the needle biopsy specimens were not 
lysed by the glycerol freezing method. Although 
Luyet * previously had demonstrated the freezing 
of ‘thin films of blood, this had proved to be mainly 
of academic interest. The observation of Smith 
opened a possible practical method for the long- 
term preservation of erythrocytes. An immediate 
program of study was stimulated in both England 
and the United States in an effort to define the 
conditions for glycerol freezing. Subsequent reports 
by Sloviter,* Brown and Hardin,’ Mollison and asso- 
ciates,” and Lovelock® have defined the range of 
protection by glycerol and elucidated some of the 
mechanisms wherein this substance and other poly- 
hydric alcohols protect cells against lysis during 
freezing. The general biological effects of freezing 
have been reported in detail by Meryman.’ At least 
three effects of glycerol appear to play a role: 1. 
The type of ice crystal which forms in its presence 
is small, uniform in size, and less disruptive on 
thawing than the large, irregularly spaced crystals 
which occur when ordinary crystalloid solutions are 
frozen. 2. The liquid glycerol phase prevents the 
high salt concentration which otherwise occurs 
when water changes its physical state to pure ice. 
3. The glycerol becomes so viscid at storage tem- 
perature around —80 C that it imposes a mechanical 
barrier to the slow diffusion of cell substances in 
the liquid phase. The fact that a diffusion of sur- 
face membrane does occur has been advanced by 
Lovelock as an explanation for the gradual loss of 
viability which occurs even at the coldest storage 
temperatures. Essentially no metabolic activity 
takes place at -80 C. Theoretically, one would ex- 
pect to achieve permanent preservation at this 
temperature. Such does not take place, however, 
and the simple loss of cellular substance may ex- 
plain this paradox. 

The prolonged extension of red blood cell via- 
bility by low-temperature techniques could prove 
revolutionary to standard blood-banking methods. 
From the Blood Characterization and Preservation Laboratory, Pro- 
tein Foundation, the Department of Medicine, Harvard Medical School, 
and the New England Deaconess Hospital, Boston. Dr. Ketchel is now 


with the Department of Surgery, Harvard Medical School. Dr. Driscoll 
is now with the Children’s Memorial Hospital, Chicago. 


Ninety-four units of blood have been col- 
lected, glycerolized, stored in the frozen 
state at either -80 C or —120 C, deglycerol- 
ized, stored at 4 C, and then used clinically. 
A technique has been developed for main- 
taining sterility at every step. Even after stor- 
age at very low temperatures for periods up 
to 19 months, the red blood cells appeared 
therapeutically comparable to cells stored at 
4 C up to 21 days in a standard A.C.D. 
(anticoagulant acid citrate dextrose) solution. 
The longevity of red blood cells in the circu- 
latory system of the recipient was studied by 
using chromium 51 for labeling and was 
found to be independent of the duration of 
storage. The loss of red blood cells by lysis 
during the process as a whole seemed to be 
due entirely to irreversible random damage 
during collection and handling rather than to 
storage at low temperature. The sterility of 
the system made possible an additional post- 
thawing storage of the red blood cells for up 
to 11 days at 4 C before use in transfusions. 
No transfusion reactions of any kind were 
noted. 


Unfortunately, however, it is necessary to remove 
or greatly to reduce the intracellular glycerol con- 
centration before the thawed cells can be used. 
Practical methods for the dialysis of glycerol out of 
the red blood cell proved cumbersome and have 
delayed the translation of this important funda- 
mental discovery into a practical means of handling 
bloqd. In 1951, Cohn and associates foresaw the 
need for a “closed-system” technique for glycerol 
exchange and modified a bowl of the Cohn ADL 
centrifuge then under development in such a 
manner as to permit this type of dialysis." The 
details of this fractionation system are outlined 
elsewhere.” 

It is the purpose of the present communication to 
report survival studies on human red blood cells 
processed in the Cohn ADL fractionator and stored 
for variable times in the frozen state after equilibra- 
tion with glycerol. 


Methods and Materials 


All studies were carried out with blood which 
was processed in a Cohn ADL centrifuge, with use 
of a bacteria-free system throughout the entire 
period from initial blood collection to final glycer- 
olization after storage. This method offers the 
distinct advantages of semiautomation with con- 
servation of technician time, maintenance of low 
blood temperatures without exposure of personnel 
to the cold, and closed-system sterility which makes 
possible the use of standard refrigerator storage 
and blood bank methods after removal from the 
frozen state. 

Blood Collection, Plasma, and Addition of 
Glycerol.—Blood was collected from healthy human 
donors by gravity flow into plastic bags (or bottles ) 
containing A. C. D. solution (National Institutes of 
Health formula A). Selection of A. C. D. solution as 
an anticoagulant did not reflect any special prop- 
erty of this solution. Rather, its use was based on 
the desirability of comparing final survival data 
with published studies *° on red blood cell survival 
with use of original collection into A. C. D. solu- 
tion and standard 21-day storage at temperatures 
above freezing. Recent studies *’ have indicated 
that an isotonic citrate-phosphate-dextrose solution 
minimizes initial damage during collection of blood 
which might diminish the loss of red blood cells 
during processing. The blood was next connected 
to the red blood cell plasma separation bowl of a 
Cohn centrifuge. 

After separation of the plasma, a series of solu- 
tions was introduced which effected a gradual 
introduction of glycerol solution into the red blood 
cell concentrate in a gradient from zero to 50% 
glycerol (w/v) over a 45-minute period of time at 
17 C. (Solution 1 contained 20% glycerol [w/v] 
and solution 2, 50% glycerol [w/v], with sodium 
lactate, 0.156 M, potassium chloride, 0.004 M, and 
a sufficient amount of distilled water.) A counter- 
flow method of introducing glycerol inside the re- 
volving bowl made possible the maximum intracel- 
lular glycerol concentration, in the minimum period 
of time, with the least cellular damage from osmotic 
imbalance. Details of the centrifuge speed, tem- 
perature, solutions, and equipment are outlined in 
a separate communication (see page 404). The 
only variation in technique in the present report 
was a change in introduction of glycerol to a two- 
stage method with a gradient from 20 to 50%. This 
has the dual advantage of increasing the speed of 
glycerol equilibration and decreasing the osmotic 
shock to the cells. 

At the end of the glycerolizing period, the cells 
were poured out into an attached bag which was 
dielectrically sealed and severed from the centri- 
fuge. A sample was removed for bacterial culture, 
and the bag was placed in a simple cardboard box 
to protect the plastic, which becomes brittle at the 
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low temperatures of storage. It is then transferred 
to the -80 C or -120 C locker. The temperature 
within the bag fell to —45 C within the first two 
hours but did not reach the final temperature of 
—80 C for about seven hours. A report by Polge and 
Lovelock ** indicates that the rate of freezing and 
thawing should be slow between 0 and —40 C but is 
less critical between —45 and -120 C in the presence 
of glycerol. No attempt was made in the present 
study to investigate the parameters of optimal gly- 
cerol concentration versus time of storage or sur- 
vival. Original pilot experiments indicated that 
some temperature below -45 C and some glycerol 
concentration in excess of 20% was necessary in 
order to obtain practical yields of cells possessing 
greater than 70% survival after processing alone. 
A glycerol concentration of 50% was found satis- 
factory and was therefore used throughout the 
study. Later investigation of concentrations be- 
tween 20 and 50% may reveal equally beneficial 
effect of lesser amounts of glycerol, but the primary 
purpose of this study was the adaptation of the 
closed-system Cohn centrifuge so as to make avail- 
able large enough amounts of frozen blood to study 
adequately the survival characteristics. The only 
variable introduced into the present experiments 
was the use of two storage temperatures, -80 and 
-120 C. 

Storage of Cells.—Maintenance of steady tem- 
perature was striven for throughout storage. Con- 
stant recording devices indicated that no major rise 
in temperature has occurred during the two years 
the equipment has been in operation. One locker 
containing 85 units of blood (maximum capacity, 
144 units) was stored at -80 C with no significant 
mechanical troubles and a maximal range of tem- 
peratures between —80 and —84 C. 

Another locker containing 100 units, maintained 
at -120 C, gave mechanical trouble on four occa- 
sions after it was first installed. During one such 
period, when it was partially filled, the internal 
temperature rose to -60 C over a three-day period 
before the stored cells were transferred to a sep- 
arate -80 C box. Some of these units subsequently 
have shown lower yields of cells and higher con- 
centrations of hemoglobin in the supernatant solu- 
tion but no major difference in survival after 
transfusion. A full study of the effect of fluctua- 
tions in temperature during storage will be the 
subject of a separate report. Insertion of thermo- 
couples inside bags of blood placed at three depth 
levels within the lockers showed that the bottom 
two-thirds of the locker does not have any tempera- 
ture variation during ordinary operational opening 
and closing for removal of stored blood. The top 
one-third of the box is approximately 20% warmer 
and fluctuates widely over a 30-degree range; it is 
not recommended for storage unless provision is 
made for internal circulation of the air. 
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Removal of Glycerol.—After storage, individual 
units of blood were removed at stated time inter- 
vals, thawed by immersion in a 37 C to 40 C water 
bath (average elapsed time, 12 minutes), and 
deglycerolized in the Cohn fractionator. The tech- 
nique for removal of glycerol is essentially the re- 
verse of the initial processing. A bag of thawed 
cells was attached to a sterile cartridge of the 
machine and forced under normal pressure into the 
revolving bowl. A series of attached solutions was 
then fed through the revolving cell suspension, 
providing for a stepwise decrease in glycerol con- 
centration from 50% to less than 1% (range, 
0.32 to 0.9%, corrected for glucose). This was 
achieved by maintenance of an osmotic gra- 
dient of lactate ions outside the cells long enough 
to permit the glycerol slowly to diffuse out before 
water can shift intracellularly and cause rupture. 
The rate of water endosmosis was roughly four 
times as great as that of glycerol exosmosis. It is 
for this reason, rather than that of possible glycerol 
toxicity, that nearly complete glycerol removal is 
desired. Direct transfusion of thawed glycerolized 
cells would result in prompt lysis when the erythro- 
cytes were exposed to the 0.15 M ionic strength of 
blood. Lovelock,"* Sloviter,"* and others have sug- 
gested the use of concentrated glucose solutions 
to remove most of the glycerol from the cells and 
to provide for dilution of the remainder. Such 
methods possess the side-effects of prohibitive vol- 
umes of final administration solution and the need 
for immediate transfusion after processing due to 
cellular fragility. Moreover, cells processed by these 
methods showed a short survival time and high rate 
of in vivo lysis when studied in this laboratory. 
The three wash solutions used for deglyceroliza- 
tion are as follows: (1) sodium lactate, 0.496 M, 
glycerol, 10% (w/v), potassium chloride, 0.004 M, 
and a sufficient amount of distilled water; (2) 
sodium lactate, 0.156 M, potassium chloride, 0.004 
M, and a sufficient amount of distilled water; and 
(3) sodium chloride, 0.15 M. The time required for 
removal of the glycerol varied between 80 and 120 
minutes. The cells were then allowed to flow from 
the centrifuge bowl into a bag containing 60 cc. of 
the following resuspension mediums: 400 mg.% of 
dextrose, 20 mEq. per liter of potassium, and suffi- 
cient albumin to give a final concentration of 
2 Gm.% after dilution by the red blood cell mass. 
The pH of the final suspenion was 7.1. The bag of 
resuspended cells was then sealed, severed from 
the cartridge, and transferred to a standard 4 C 
refrigerator for storage until use. Simultaneously, a 
diverticulum of the bag was removed and cultured 
at three temperature ranges (4 C, room tempera- 
ture, and 37 C) in thioglycolate broth and 
Saboraud’s medium. Of 419 cultures done in connec- 
tion with the present experiments, 416 were nega- 
tive for bacteria or fungi; in the case of the three 
positive cultures, known breaks in technique oc- 
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curred at the time of the original stylet connection 
between the donor’s blood and the machine in two 
instances, and one bag ruptured during thawing. 

The estimated loss of cells during processing was 
as follows: loss and hemolysis from collection, 
glycerolization, freezing, and deglycerolization, 
10%; intact cells left on walls of containers and 
plastic bags and tubes, 5%; intact cells sacrificed 
for bacterial cultures and glycerol assays, 3%; in- 
tact cells sacrificed for typing, cross-matching, and 
serology, 1%; and hemolysis from storage in the 
frozen state, 0.5%. The technique of the study 
prohibited quantitative study of the total cell mass 
at each step of each experiment. However, certain 
general features were consistently noted: 1. The 
average decrease of 10% of cells from collection, 
glycerolization, and freezing represents a relatively 
fixed loss which is part of the processing itself. In 
occasional experiments this loss was as little as 2%, 
but a higher figure generally was noted. 2. The 3% 
loss through bacteriological sampling and glycerol 
assay can be eliminated almost completely if one 
wishes to use this type of processing on a routine, 
blood-bank basis. 3. The 5% loss on the walls of 
containers, plastic bags, and tubes also can be re- 
duced if one wishes to take greater time to allow 
complete drainage after transfer from one bag to 
another. 

Storage at 4 C.—All cells used in this study were 
stored at least three days in a standard refrigerator 
after removal from the frozen state and deglycer- 
olization. The longest postprocessing storage of a 
blood subsequently used for transfusion was 11 
days. This unique advantage of the Cohn closed- 
system centrifuge processing permits standard ship- 
ment to a hospital or medical center where the 
reconstituted red blood cells are to be used. It also 
permits an unhurried selection of recipients with 
proper blood type and cross-matching compati- 
bility. In the present study, no plasma or serum 
was saved from the original blood donor. Recipient 
compatibility was therefore based on (1) similar 
blood group between donor and recipient, (2) 
compatible “major” cross-match (donor cells and 
recipient serum), (3) Coomb’s cross-match, and 
(4) resuspension in saline solution and observation 
for absence of autoagglutination. 

An attempt was made to utilize the processed 
cells within one week after removal from the frozen 
state. This was because of the gradual accumula- 
tion of free hemoglobin in the supernate of the 
resuspended cells stored at 4 C. The factors re- 
sponsible for such cell lysis are not understood, but, 
on the basis of current work, they are believed, in 
part, to represent inadequate support of the 
metabolic needs of the cells at refrigerator tempera- 
ture. Recently, the resuspension medium used for 
all of the studies reported herein was abandoned 
in favor of a simple solution consisting of 30 ml. 
of the original donor's plasma with A. C. D. solu- 
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tion added plus sufficient glucose to raise the final 
concentration to 100 mg.%. This has markedly de- 
creased the accumulation of hemoglobin during 
storage at 4 C. The good survival data obtained 
on the cells that were still intact at the time of any 
given transfusion also suggest that the hemolysis at 
4 C is not a continuation of damage initiated at the 
time of processing but that it is a property of the 
postprocessing storage conditions. 


Results 


Ninety-four units of blood were collected, gly- 
cerolized, stored in the frozen state, deglycerolized, 
stored at 4 C, and then administered to selected 
recipients by the methods outlined above. Thirty- 
three of the units were labeled with chromium 51 
prior to final transfusion and studied for subsequent 
survival in the recipient. All tagging and counting 
was carried out in the laboratory of one of us 
(J. G. G.). The untagged units were used directly 
at the New England Deaconess Hospital as packed 
red blood cells and were administered for thera- 
peutic use and for observation of recipient effects. 


% SURVIVAL 


° 2 6 8 2 20 
OURATION OF STORAGE (MONTHS) IN FROZEN STATE 


Survival of chromium 5l-tagged preserved red blood 
cells. 


Untagged Blood.—No unfavorable reactions of 
any kind were observed after use of untagged units. 
This, in itself, seemed surprising, as the original 
recipients were selected from a hospital population 
consisting chiefly of patients with fatal blood dis- 
orders and far-advanced malignant states wherein 
pyrogenic blood reactions are anticipated in a sig- 
nificant percentage of cases. Some of the recipients 
had well-documented febrile responses to ordinary 
banked blood both prior to and subsequent to the 
transfusion of frozen cells, without showing pyro- 
genic reaction to the latter. It is suggested that the 
absence of fever after transfusion of frozen blood 
may represent the removal of all plasma compon- 
ents, leukocytes, and platelets, which is an inciden- 
tal side-effect of the glycerolization process inside 
the Cohn fractionator. 

Recipient red blood cell counts, hematocrit val- 
ues, and hemoglobin levels, when measured, 
showed the post-transfusion rise which would be 
anticipated from comparable amounts of standard 
banked blood. The maximum number of frozen 
blood transfusions given to one individual was five. 
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The average volume of the resuspended, packed 
red blood cells was 350 ml. The administration and 
therapeutic effectiveness of the frozen blood was in 
all ways comparable to ordinary banked blood, 
and no difference in effectiveness was noted be- 
tween the minimal and maximal storage periods of 
zero time and 19 months. 

Tagged Blood.—All in vivo survival studies util- 
ized chromium 51-labeled red blood cells. Twenty- 
one units were studied by this method after storage 
at -80 C for periods between three days and 19 
months; seven units were studied after storage at 
-120 C for periods between five days and 10 
months. Studies were also done on an additional 
five units stored at -20 C prior to availability of the 
lower-temperature boxes. The techniques for label- 
ing, addition of ascorbate, and counting of samplés 
are reported elsewhere.’® The volume of labeled 
cells administered to the recipient was 50, 100, or 
350 ml., depending on the specific activity of the 
radioactive chromium used for tagging and the 
presence or absence of a therapeutic need for the 
cells. Samples were removed from a different vein 
of the recipient 5, 10, and 15 minutes after trans- 
fusion, then one and three days after, and then three 
times per week as long as the patient was available 
for study. The longest such span was 33 days. Recip- 
ient blood volume was estimated on the basis of the 
first three counts immediately after transfusion. The 
data for 24 units of blood stored at -80 and -120 C 
showed a range of immediate survival between 64 
and 98%, with a mean of 84.6% (see figure). Two 
findings are worthy of comment. First, there was 
no apparent effect from storage time per se. That 
is, within the period covered by this study, cell 
survival seemed to be independent of time and re- 
flected merely the effects of processing alone. Red 
blood cells currently in storage will be studied at 
future time increments to determine the interval at 
which loss of cells from storage will exceed the 
background loss from the methods of processing. 
Second, the unexpectedly good immediate survival 
after transfusion may reflect a selective population 
of cells. It is suggested that the loss of cells by 
lysis during processing may represent removal of 
red blood cells undergoing irreversible random 
damage during collection and processing. 

Only 7 of the 100 units of blood stored at —-120 C 
have been studied so far. These are insufficient data 
for comparison of optimal storage temperature. 
Due to the unanticipated high rate of survival of 
cells at -80 C, it may be a considerable period of 
time before any difference between the two storage 
temperatures will emerge. 

In addition to the immediate post-transfusion 
survival, the subsequent rate of in vivo decay was 
followed in four cases where the patients remained 
in the hospital long enough to permit long-term 
follow-up study. These data (table 1) show that 
in two patients the disappearance of labeled cells 
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occurred at a normal rate of 50% in 30 days. In the 
other two patients, the rate was accelerated to 1.4 
and 2.0 times normal. Each of the latter patients 
was a sick recipient. One received x-ray radiation 
to a total dose of 1,892 r during the one-month 
period his cell survival was being followed. The 
other was in a terminal phase of carcinoma of the 
intestine and blood loss into the gastrointestinal 
tract could not be excluded. 

In vitro studies have shown oxygen-carrying 
capacity of the previously frozen erythrocytes to be 
entirely normal. 

Supernatant Hemoglobin.—As noted earlier, post- 
processing storage of cells at ordinary refrigerator 
temperature is accompanied by a rising concentra- 
tion of free hemoglobin in the supernatant solution 
surrounding the cells. Immediately after degly- 
cerolization and resuspension of the cells, free 
hemoglobin is present in amounts totalling 150 
mg.% (table 2). With storage, this level rises to an 
average of 240 mg.% at one week and 300 mg.% 
at two weeks. The amount of free hemoglobin 
which would be given in any single transfusion 
would be no greater than 10% more than these 
figures, as the supernatant phase of the concen- 
trated red blood cells averages about 110 ml. As 
noted earlier, a recent change in experimental 
technique resulted in a marked reduction in the 
above figures for accumulation of free hemoglobin 
during storage at 4 C in the few instances when 
it was used. An aliquot of 30 ml. of autologous 
plasma with A. C. D. solution is saved during stor- 
age. Substitution of this for the standard resuspen- 
sion medium has decreased hemoglobin liberation 
from twofold to fivefold. This relatively insignificant 
amount of hemoglobin can be reduced further, if 
desired, by the simple mechanical removal of the 
supernatant phase at the time of administration. 

Plasma hemoglobin concentrations were studied 
at five minutes and 24 hours in 33 recipients of 
frozen blood. The average rise was 30 mg.% im- 
mediately after transfusion. In all cases this re- 


TaBLe 1.—Rate of in Vivo Decay of Red Blood Cells in Four 


Patients 
Days 
Sampled, Survival, T-%, Rate of 

Case No. No. % Days Disappearance 
BB. shied ine 28 Normal 
OG: ccackenatssbavesees 33 90 16 2 times normal 
19 9 20 Normal 
ve 15 71 1.4 times normal 


* T-% value is expressed in days, being the day at which the unit 
activity (Cr°') of red blood cells has fallen to 50% of the immediate 
survival value, as obtained by extrapolation. 


turned to pretransfusion levels in 24 hours. It is 
important to select an accurate and _ sensitive 
method for determination of plasma hemoglobin 
level for proper evaluation of studies of this type. 
The benzidine technique of Crosby and Furth ** 
was used throughout this study except for the oc- 
casional instance where the amount of hemoglobin 
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was high. In this case the technique of cyanome- 
themoglobin of Crosby and co-workers *’ was used. 
Resting pretransfusion recipient plasma hemoglobin 
levels averaged 20 mg.%, with one isolated reading 
as high as 60 mg.%. This is above the anticipated 


TaBLE 2.—Supernatant Hemoglobin Levels, in Milligrams 
per 100 Cc., in Stored Resuspended Red Blood Cells 


Experiment No. 


M628 

Resuspension Resuspension M561 

Storage at ‘ C, Days Medium Medium (10% plasma) 
150 176 38 
200 310 


range for “normals” but probably was due to the 
various illnesses present in most of the recipients. 
Plasma bilirubin levels were occasionally tested 
three hours after transfusion and showed no rise 
secondary to the administered blood. Hemoglobi- 
nuria did not occur in any of the cases. 

Experimental injection into rabbits of hemo- 
globin, washed stroma, and hemoglobin-stroma mix- 
tures, in concentrations ranging up to 100 times 
the maximum amount of hemoglobin which would 
be administered in the form of frozen red blood 
cells, have failed to disclose any deleterious effect 
Or iron accumulation in analyzed organs. These 
data are the subject of a separate report.’* 


Summary 


Human red blood cells processed in a closed- 
system Cohn centrifuge and stored in glycerol solu- 
tion at —80 and —120 C have been transfused into 
recipients after preservation up to 19 months. The 
sterility of the system made possible an additional 
post-thawing storage of the cells up to 11 days at 
4 C for distribution to the hospital in which the 
transfusions were administered. transfusion 
reactions of any kind were noted. The cells ap- 
peared therapeutically comparable to cells in stand- 
ard A. C. D. solution stored up to 21 days at 4 C. 

281 South St. (30) (Dr. Tullis). 


This study was carried out under contract with the Office 
of Naval Research, Department of the Navy, with funds 
supplied by the research and development departments of 
the U. S. Navy, Army, and Air Force. 

The storage cabinets used in this study were designed, 
constructed, and maintained by the Harris Refrigeration 
Company, Cambridge, Mass. 
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PRESERVATION 


The long-term preservation of erythrocytes has 
recently become possible because of the finding 
that the damage to erythrocytes caused by freezing 
and thawing can be greatly reduced if the cells 
are first equilibrated with a glycerol-containing 
medium.’ Studies are available which indicate that 
erythrocytes preserved in this manner may be used 
in vivo.” However, the removal of glycerol before 
transfusion is done is a laborious and time-consum- 
ing process and is difficult to perform under sterile 
conditions. It appears that the removal of glycerol 
has provided the major obstacle to long-term stor- 
age of erythrocytes on a large scale. 

From their studies with closed-system mechanical 
devices for the handling of blood, the attention of 
Cohn and his collaborators* was drawn to the 
possibility that the disadvantages of the glycerol 
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Human red blood cells can be stored for 
three months or longer at temperatures be- 
low —80 C if they are mixed with glycerol. 
Before the red blood cells can be used, how- 
ever, they must be washed free of glycerol. 
Both the initial equilibration with glycerol be- 
fore storage and the removal of the glycerol 
from the cells after storage involve fractional 
centrifugation. In order to accomplish this 
without bacterial contamination and with a 
minimum of hemolysis, the apparatus here 
described has been developed. Experience 
with 175 units of red blood cells so proc- 
essed showed that sterility had been main- 
tained, loss by hemolysis did not exceed 
20%, and the time required for the process- 
ing had been significantly shortened. 
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method could be minimized if the processing were 
carried out in a closed system which imposed no 
limitation on the volume of solutions with which 
the cells could be washed. A centrifuge bow! de- 
signed for this specific purpose was first demon- 
strated in 1954.* These principles were later incor- 
porated into an apparatus known as the Cohn ADL 
fractionator. This apparatus, which has been de- 
scribed in detail elsewhere,’ contains two refrig- 
erated, continuous-feed centrifuge bowls. Each 
bowl and the parts with which the blood comes in 
contact may be put in the autoclave as a unit, thus 
permitting operation without bacterial contamina- 
tion. Evidence has been presented that human red 
blood cells collected and separated in the machine 
survive as well in vivo as cells collected by conven- 
tional blood bank methods.* With these semiauto- 
matic methods, the time required for the removal 
of glycerol is shortened, the processing can be 
performed without bacterial contamination, the 
operator can work at comfortable temperatures 
while the cells are refrigerated, and the obvious 
advantages of mechanization are present. 


Methods 


With 75 ml. of A. C. D. solution (National In- 
stitutes of Health formula A) used as an anticoagu- 
lant, 500-ml. units of blood were collected into 


raBLeE 1.—Composition of Solutions® Used in Equilibration 
of Red Blood Cells with Glycerol and in Removal of Glycerol 
from These Cells 


Equilibration with Glycerol Gin./ Liter 
Solution A 
Removal of Glycerol 
Solution B 
Solution C 
29.1 
Solution D 
Sodium chloride ..... 8.5 
Resuspension Medium 
Solution E 
Potassium phosphate, dibasic eee 3.5 


adjust to 0.15 with sodium chloride 
adjust to pH 6.9 with sodium bicarbonate 


* Solutions suggested by Dr. Ivan Brown, Duke University, Durham, 
N.C 


is” Molarity of solution calculated from manufacturer's estimate of 
percentage of sodium lactate in the solution. 


plastic blood bags. The solutions used to equilibrate 
the cells with glycerol and to remove glycerol from 
the cells (table 1) were prepared and stored ac- 
cording to accepted procedures for human in vivo 
use. Frequent bacteriological and. pyrogenic tests 
were carried out. 
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After thorough cleaning of the centrifuge car- 
tridge, the disposable plastic parts and the bottles 
containing solutions were attached. The unit as a 
whole was put in the autoclave for 45 minutes at a 
pressure of 10 Ib. per inch.* 
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Fig. 1.—Schematic diagram of centrifuge cartridge assem- 
bly for equilibrating red blood cells with glycerol. 


The plastic containers used throughout this study 
were equipped with plastic tubing projections. 
Thus, a sample of the contents of the containers 
could be removed, without risking contamination, 
by forcing some of the contents into the tubing pro- 
jection and separating a length of the projection, 
by means of a dielectric sealer, from the container. 

Equilibration of Cells with Glycerol Solution.— 
A schematic diagram of the centrifuge cartridge 
assembly for equilibrating the red blood cells with 
glycerol is shown in figure 1. A sheathed stylet, 
with which to connect the plastic blood bag and a 
bottle of glycerol solution share a common plastic 
tube which connects with the entry port of the 
centrifuge bowl. A plastic bag to receive the plasma 
during the red blood cell—plasma separation and a 
plastic bag to receive the waste glycerol solution are 
shown connected to a tube leading from the centri- 
fuge bowl. After the washing operation is com- 
pleted, the centrifuge bow] discharges its red blood 
cells into a separate plastic bag in which they are 
frozen. By sealing the plastic tubing and cutting 
through the seal, one may separate any of the 
plastic bags from the system without contaminating 
either the system or the contents of the bag. Slight 
pressures of nitrogen gas were used to force wash 
solutions into the centrifuge bowl. The rate of flow 
of blood or wash solution through the system was 
controlled by means of adjustable clamps on the 
plastic tubing. The vents for the system (not shown 
in diagram) were protected from bacterial con- 
tamination by means of filters. 

The centrifuge cartridge, after being cooled in 
the fractionator, was set in operation at 5,000 rpm. 
With use of sterile technique, the plastic bag con- 
taining the blood-A. C. D. mixture was punctured 
with the sheathed stylet and the blood was forced 
by gravity to enter the centrifuge bow] at a rate of 
50-60 ml. per minute. The red blood cells remained 
in the spinning centrifuge bowl, and the plasma 
was collected in its plastic bag. 
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The glycerol solution (solution A of table 1) was 
then allowed to enter drop-wise at a slow rate. The 
internal structure of the centrifuge bow] caused the 
glycerol solution to enter at the bottom of the 
bowl, rise through the cells, equilibrating with 
them, and spill over at the top. The waste solution 
then passed out of the centrifuge bowl into its 
plastic bag. After 100 to 200 ml. of solution A had 
washed the cells, the rate of flow could be increased 
to 40-50 ml. per minute. When the cells were 
equilibrated with the glycerol solution, the cen- 
trifuge bowl was stopped, allowing the red blood 
cells to fall into their plastic bag, and the bag was 
sealed off and separated from the centrifuge car- 
tridge. 

Refrigeration Equipment.—The cells were wrapped 
in aluminum foil as a protection against dehydra- 
tion and were placed in a cardboard box to protect 
the plastic bag, which becomes brittle at low tem- 
peratures. The box was then placed directly in 
either of two storage cabinets maintained at 
-80 C +2 and -120 C +2. The -80 C unit has a 
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Fig. 2.-Schematic diagram of centrifuge cartridge assem- 
bly for removal of glycerol from red blood cells. 


two-stage compressor system, with a storage ca- 
pacity of 4.8 cu. ft. The -120 C unit has a three- 
stage compressor system with a storage capacity of 
6 cu. ft. The cabinets were equipped with an auto- 
matic temperature recording device and an alarm 
system which warned of temperature rises. An 
auxiliary generator was available in the event of 
power failure. 

Removal of Glycerol Solutions.—On removal of a 
unit of cells from the low-temperature cabinets, the 
plastic bag containing the cells was placed in a 
water bath at 37 C. As soon as the cells were 
thawed, the bag was punctured through a sterile 
sheath with a stylet, and the cells forced into the 
centrifuge bowl, which was spinning at 4,000 rpm. 
It is important that the cells be removed from the 
water bath as soon as they are thawed (about 15 
minutes), in order to avoid cellular deterioration. 

A schematic diagram of the centrifuge assembly 
for the removal of glycerol from the red blood cells 
is shown in figure 2. A sheathed stylet with which 
to connect the plastic bag containing the red blood 
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cells and three separate bottles of wash solution 
share a common plastic tube which connects with 
the entry port of the centrifuge bowl. A waste bag 
to receive the used wash solution is shown con- 
nected to a tube leading from the centrifuge bowl. 
After the washing operation is completed, the cen- 
trifuge bow] discharges its contents of red blood 
cells into a plastic administration bag. 

The tandem arrangement of the bottles contain- 
ing wash solutions B and C (fig. 2) provided a grad- 
ual rather than an abrupt change in the tonicity to 
which the cells were subjected. As shown in table 
1, solution B had a relatively high tonicity, while 
solution C was isotonic for red blood cells. When 
the cells were in the centrifuge bowl, solution B 
was allowed to enter drop-wise, and this rate 
could be gradually increased to 20 to 30 ml. per 
minute. After 1 liter of solution B had entered the 
bowl, a clamp between the bottles containing solu- 
tion C and solution B was released. Thus, as each 
drop of solution B left its bottle, it was replaced by 
a drop of solution C. Since the density of solution 
C was less than that of solution B, the drops of so- 
lution C tended to rise. Finally, the remaining liter 
of solution C was washed through the cells. 

When both solutions B and C had passed through 
the centrifuge, 1 liter of solution D (0.85% sodium 
chloride ) was passed through. The centrifuge was 
stopped, and the cells dropped into a plastic con- 
tainer labeled “red cells” (fig. 2). This bag con- 
tained 60 ml. of solution E and the resuspension 
medium in which the cells were stored until trans- 
fused. Since this solution contained a protein, the 
bag in which it was contained was not put in the 
autoclave with the centrifuge cartridge but was 
attached, with use of aseptic technique, just before 
the centrifuge was stopped. 

Determination of Glycerol Concentration.—The 
quantity of glycerol contained in the cell suspen- 
sions was determined by a modification of the spec- 
trophotometric method of Karnovsky.’ A sample of 
a red blood cell suspension which had not been 
equilibrated with glycerol was used as a blank, and 
the difference was attributed to the glycerol. 

Determination of Cell Lysis —The amount of a 
cell suspension which was lysed during processing 
was estimated by determining the amount of hemo- 
globin in the wash solutions. Hemoglobin level de- 
terminations in the wash solutions were made from 
readings on a Coleman junior spectrophotometer 
set at 455 mp. A standard curve was plotted from 
dilutions of lysed red blood cells, and values of 
hemoglobin in unknown solutions were derived by 
comparison. 

Bacteriological Studies.—Each unit of cells was 
tested for bacterial contamination after being equi- 
librated with glycerol and after removal of the 
glycerol. By sealing off a plastic tubing projection 
of the plastic container, it was possible to obtain a 
sample of the contents of the container without 
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danger of contamination of the remaining cells. For 
each sample tested, three Sabouraud’s medium 
slants, three blood agar plates, and three tubes of 
thioglycollate glucose broth were inoculated. Cul- 
tures of each of the three mediums were incubated 
at 4 C, at room temperature, and at 37 C. 


Results 


The present report is concerned with units of red 
blood cells which were processed in the period 
from November, 1955, to July, 1956. During this 
time, 175 units of cells were frozen either at —80 or 
at -120 C. Fifty units have been used for in vitro 
evaluation studies. A separate report * is concerned 
with in vivo evaluation of these cells. The remain- 
der of the units will be evaluated as they reach 
appropriate times in storage. 

Bacteriological Studies.—_In two cases, breaks oc- 
curred in the plastic storage containers due to the 
brittleness of the plastic at low temperatures. After 
the removal of glycerol, bacteriological testing pro- 
duced positive cultures. 

In tests made on 175 units of cells after equilibra- 
tion with glycerol, and again on 47 of these units 
after the removal of glycerol, no further positive 
cultures were obtained. Further evidence of the ab- 
sence of bacterial contamination during processing 
is obtained from the observation that no pyrogenic 
reactions occurred in patients receiving these cells. 

Time Required for Processing.—The equilibration 
with glycerol of a unit of red blood cells requires 
from 45 to 50 minutes in the Cohn-—ADL blood 
fractionator. The removal of glycerol requires from 
90 to 120 minutes in the fractionator. 

Recovery of Cells.—The percentage of cells which 
are lysed by the equilibration with glycerol and by 
the removal of glycerol was determined by a meas- 
urement of the hemoglobin level contained in wash 
solutions after the cells were processed. The results 
of such determinations both after equilibration with 
glycerol and after removal of glycerol are shown 
for three units of cells in table 2.. The equilibration 
of the cells with glycerol resulted in a loss of from 
1.1 to 1.8% of the total cells. From 9 to 12% of the 
total cells were recovered as hemoglobin in the wash 
solution used to remove the glycerol from the cells. 
It should be emphasized that this latter loss not 
only is a result of the removal of glycerol but also 
includes the loss of those cells which are lysed or 
injured by freezing and thawing. Since the units 
recorded in table 2 were in storage for one month 
or less, losses occurring as a result of length of 
time in storage are not a factor. 

Losses of cells as intact cells, when being trans- 
ferred from container to centrifuge bowl, and in 
other transfers, as cells used for cross-matching and 
serology, and as cells used in bacteriological testing 
account for approximately 8 to 10% of the original 
cells. Added to the losses occurring as a result of 
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equilibration with glycerol and removal of glycerol, 
a total loss of approximately 20% of the cells occurs. 

Removal of Glycerol from Cell Suspension.—Sam- 
ples of eight units of cells were tested after the 
removal of glycerol to determine the amount of 
glycerol that was not removed from the cells by the 
processing. In all eight units, the glycerol content 
was found to be less than 1 Gm. per 100 cc. 

Reliability of Refrigeration Equipment.—A con- 
stant consideration during the course of these ex- 
periments concerned the feasibility of maintaining 
the temperatures of -80 and -120 C, at which the 
cells are stored. Three failures of the equipment 
occurred. In one, a power failure in the lines of the 
local utility company resulted in a rise in temper- 
ature to -60 C. A further rise in temperature was 
prevented by placing solid carbon dioxide in the 
storage cabinet. Recurrence of this type of failure 
has been prevented by the installation of an emer- 
gency generator. 

In two other failures mechanical breakdowns 
occurred in the compressors. The prompt attention 
of mechanics prevented these failures from result- 
ing in significant temperature rises. It is unneces- 
sary to open the storage cabinets in order to repair 


TaBLe 2.—Percentage of Cells Lost in Each Stage of 
Processing 


Equilibration Removal of 


Time in Storage, Days with Glycerol Glycerol” Total 

1.8 12 13.8 
1.1 9 101 


* Including cells hemolysed by treezing and thawing 


the compressors, so the heavy insulation of the 
cabinets prevents rapid rises in temperature when 
mechanical failures occur. 

No special significance was attached to the tem- 
perature at which cells were stored in these experi- 
ments. Since much work on the freezing of cells has 
been carried out at the temperatures of solid car- 
bon dioxide, one cabinet was designed so that it 
would operate near -79 C. The cabinet was found 
to run at -80 C and was not adjusted. The tem- 
perature of -120 C was chosen in conference with 
the manufacturer of the equipment as his estimate 
of a temperature which could be obtained with 
practical equipment. 

Comment 

The principal objective of this study was to estab- 
lish a set of results, obtained from a sufficient num- 
ber of experiments, against which future improve- 
ments in the present method could be compared. 
Future reports concerning the cells now in storage 
will add more such data. The composition of the 
wash solutions, the volume of wash solutions, and 
the rate of washing might all be modified so that a 
shorter time for processing and improvement in the 
number and quality of recovered cells would result. 
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In the present study, 90 to 120 minutes in the 
Cohn ADL blood fractionator was required to re- 
move the glycerol from each unit of cells. This is a 
considerable reduction in the time required by con- 
ventional centrifuge methods. The standard model 
of the Cohn ADL blood fractionator consists of two 
centrifuge units, and, whenever required in the 
present study, two units of cells were processed in 
the machine simultaneously by the same operator, 
thus reducing the unit time by one-half. If a large- 
scale program were considered, a series of centri- 
fuge units could be arranged so that a trained oper- 
ator and an assistant would be able to process a 
large number of units simultaneously. In this man- 
ner, the time required per unit of cells could be 
greatly reduced. 

Perhaps of significance to others interested in 
low-temperature storage is the record of perform- 
ance of equipment operating at -80 and -120 C. 
Power failures can be met by an emergency gener- 
ator. Placing the mechanical parts of the equipment 
in a position so that they can be repaired without 
opening the storage cabinet takes advantage of the 
heavy insulation in slowing the temperature rise. 
Although full confidence must await longer trials, 
performance in our laboratory indicates that tem- 
peratures as low as -120 C may be maintained 
satisfactorily for long periods. 


Summary 


A method for the equilibration of red blood cells 
with glycerol and for the removal of glycerol from 
these cells, utilizes the Cohn ADL blood fractiona- 
tor. In periods of storage from one day to three 
months, an average of 80% of the donor cells were 
available for transfusion into three recipients. Ex- 
cept in known instances of breaks in sterility, no 
bacterial contamination was observed. 

The equilibration of a unit of cells with glycerol 
requires 45 to 50 minutes in the Cohn ADL blood 
fractionator, and the removal of glycerol requires 
90 to 120 minutes. Temperatures were adequately 
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maintained at -80 C and -120 C with mechanical 
equipment. Losses of cells from equipment failure 
did not occur. 
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four patients without relief of symptoms. In one patient, subsequent sphinc- 


Peer ESOPHAGITIS.—Cholecystectomy for cholelithiasis was performed in 
terotomy for a presumptive diagnosis of biliary dyskinesia also failed to relieve 


the symptomatology. Gastroenterologic examination from one to eight years later 
revealed hiatus hernia (sliding) with peptic (reflux) esophagitis. Medical therapy 
produced symptomatic relief in three patients, while one required surgical inter- 
vention for repair of the hernia. The “postcholecystectomy syndrome” is in some 
instances a result of inadequate preoperative investigation. Peptic esophagitis may 
be responsible for the symptoms of a patient with calculous disease of the gall- 
bladder whenever heartburn and sour regurgitation appear prominent in the clinical 
picture. In these patients the decision to operate for gall-bladder disease should be 
an indication for barium meal study. The high incidence of silent, calculous gall- 
bladder makes such clinical investigation mandatory to avoid some of the failures 
of gall-bladder surgery.—A. I. Friedman, M.D., Peptic Esophagitis Simulating the 


“Postcholecystectomy Syndrome,” Annals of Internal Medicine, July, 1958. 
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CLINICAL NOTES 


The tubeless detection of gastric acidity, as de- 
veloped by Segal and associates,’ makes it possible 
to ascertain the state of gastric acidity in specific 
cases or in mass screening examinations without 
the use of complicated or cumbersome chemical 
procedures. The rationale of tubeless analysis de- 
pends on the use of a dye, azure A, which is re- 
leased from a cation exchange resin by free hydro- 
chloric acid in the stomach. In the presence of free 
acid, the free dye is absorbed and consequently 
excreted in the urine and the blue color of the urine 
may then be visually compared with a solution of 
azure A of known concentration. 

It has been reported by other workers * that in 
about 50% of the tests the azure A is excreted in a 
reduced, colorless form that requires oxidation with 
acid and heat to bring out the color. In our experi- 
ence, about 75% of the positive samples require 
oxidation. Since azure A is a thionine dye similar 
to methylene blue, it is easily reduced with ascorbic 
acid in acid or alkaline solution. The presence of 
ascorbic acid and reductone in urine is probably 
responsible for the excretion of azure A in the color- 
less, reduced form. The ease with which ascorbic 
acid reduces the azure A makes it possible to use 
the test urine sample as its own control, thus elimi- 
nating the collection of a control sample. 


Methods and Materials 


The highly satisfactory modified test, in use in 
this laboratory for about one year, is as follows: 
Patients in the fasting state are given two tablets 
(0.5 Gm.) of caffeine and sodium benzoate by 
mouth with on »-half glass of water. The patient is 
permitted to urinate at will. One hour later, the 
bladder is emptied and the urine discarded. The 
patient is given the azure A granules with one-half 
glass of water, and all the voided urine is collected 
for the next two hours. 

For analysis, the urine sample is diluted to 300 
ml. To about 15 ml. of the diluted sample in a large 
test tube, two drops of oxidizing reagent (200 mg. 
of copper sulfate in 100 ml. of 18% hydrochloric 
acid) are added; this is placed in a boiling water 
bath for 10 minutes. It is then allowed to cool to 
room temperature for two hours. Samples that are 
not obviously positive are divided into two portions 
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in test tubes. To one tube a pinch (300 mg.) of 
ascorbic acid is added and mixed to reduce the dye. 


’ The oxidized and reduced samples are compared 


with the 0.3-mg. and 0.6-mg. azure A standards. 
Results 


In 32 patients who secreted free hydrochloric 
acid and in 10 with hypochlorhydria or achlorhy- 
dria, most of whom were ambulatory, the simplified 
procedure yielded results identical with the more 
complicated control and test urine sample tech- 
nique. Since the test sample contains the pigments 
of urine collected over a two-hour period, as com- 
pared with the one-hour control sample, most of 
the test samples, reduced with ascorbic acid, ap- 
peared darker than the control. 

In three other cases the diagnosis was altered 
from hypochlorhydria to achlorhydria when the test 
sample was used as its own control. In one patient 
with proteinuria, the azure A test was obviously 
invalidated and required standard intubation tech- 
niques for evaluation. 

Conclusions 

As a mass screening procedure for the diagnosis 
of pernicious anemia, gastric cancer, and duodenal 
ulcer, the tubeless analysis for gastric acidity is a 
useful technique. The elimination of the control 
sample simplifies the procedure in that one urine 
sample serves for both the test and the control. For 
the busy clinic, hospital, or office, a single urine 
sample decreases the effort of monitoring samples 
on many patients. In addition, the single urine col- 
lection makes instructions to the patient simpler 
and avoids the need for retesting due to inadequate 
sampling. 

501 Main St. W. (8) (Dr. Rosenthal). 


The azure A resin compound used in this study was 
supplied as Diagnex Blue by E. R. Squibb & Sons, New York. 
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POTENTIATION OF ANTIHYPERTENSIVE THERAPY BY USE OF CHLOROTHIAZIDE 
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Jethro B. Rochelle III, M.D., Allen C. Bullock, M.D. 


Although chlorothiazide (Diuril) was initially 
introduced as an orally given diuretic,’ subsequent 
clinical trial readily revealed this agent to possess 
significant antihypertensive properties. In 25 pa- 
tients moderate hypertension had been somewhat 
less than adequately controlled for a period of at 
least six months with Rauwolfia (Raudixin) alone. 
In another 25 patients it had been inadequately 
controlled for a similar period with a regimen of 
Rauwolfia and mecamylamine (Inversine ). Chloro- 
thiazide (500 mg. after breakfast and lunch) was 
added to the therapeutic regimen of each patient. 
In the first group of patients, the upright mean 
blood pressure was reduced from the control level 
of 131 mm. Hg to 109 mm. Hg (p<0.01) after 12 
weeks of chlorothiazide therapy. A contemporary 
decrease in body weight became significant at the 
end of 12 weeks (table 1). In the group of patients 
receiving a drug combination of Rauwolfia and 
mecamylamine, the mean blood pressure in the up- 
right position was reduced from the control value 
of 139 mm. Hg to 102 mm. Hg (p<0.001) after 12 
weeks of chlorothiazide therapy. A contemporary 
decrease in body weight occurred (table 1). 


TaBLeE 1.—Average Effect of Chlorothiazide in Augmenting 
Antihypertensive Therapy in Two Groups of Patients® 


Blood Pressure, Mm. Het 


Lying Standing p Value Lb. Value} 
Twenty-five Patients Receiving Rauwolfia 
Control period.......... 188/108(135) 174/110(131) 172 


After 3 wk. of therapy.. 170/99 (123) 155/96 (116) <0.01 171 NS 
After 6 wk. of therapy.. 160/95 (117) 148/91 (110) <0.001 171 NS 
After 12 wk. of therapy. 166/93 (117) 147/90 (109) <0.001 171 <0.01 
Twenty-five Patients Receiving Rauwolfia and Mecamylamine 

Control period.......... 201/121(148) 169/109(139) 160 

After 3 wk. of therapy.. 182/110(134) 150/97 (115) <0.001 160 NS 
After 6 wk. of therapy.. 172/104(127) 139/93 (108) <0.001 159 <0.01 
After 12 wk. of therapy. 167/102(124) 132/87 (102) <0.001 1538 <0.01 


* Chlorothiazide given in dosage of 500 mg. twice daily orally. 

+ Numbers in parentheses give mean blood pressure, which equals 
diastolie plus one-third pulse pressure. 

tp Value derived from Student’s “‘t’’ test applied to standing mean 
blood pressure between drug and control periods. 


With addition of chlorothiazide to the Rauwolfia 
antihypertensive regimen, approximately 20% of 
the patients evidenced a decrease in blood pressure 
associated with a gain in weight, while the largest 
group of patients (41%) showed a decrease in 
blood pressure associated with either a steady 
weight or slight weight reduction as a manifestation 
of diuresis (table 2). The correlation of body 
weight changes and the changes in blood pressure 


From the departments of medicine and pharmacology, Baylor Uni- 
versity College of Medicine and the Medical Service of the Veterans 
Administration Hospital. 


Ralph V. Ford, M.D., Houston, Texas 


associated with addition of chlorothiazide to the 
combination Rauwolfia-mecamylamine antihyper- 
tensive regimen was essentially the same as with 
the former group (table 2). 


Comment 


Although the results of this study further define 
the hypotensive properties of chlorothiazide, the 
fundamental problem of the mechanism of this re- 


TaBLE 2.—Correlation of Changes in Blood Pressure and 
Body Weight in Antihypertensive Regimens After Addition 
of Chlorothiazide 


Rauwolfia- 
Rauwolfia Mecamylamine 


No. % No. % 
Increase 


Decrease 
No change 
75 100 75 100 


* Observations on 25 patients in three drug periods. 


sponse is still not fully apparent. We * have recently 
shown that the potentiation of antihypertensive 
agents is a property common to all effective diu- 
retics and that the degree of potentiation seen is 
a reflection of the relative potency (as manifested 
by enhanced sodium excretion as well as decreased 
body weight) of the diuretic. It- would appear that 
the encouraging results to date with chlorothiazide 
in the treatment of hypertension are due to the fact 
that it has a high relative diuretic potency and 
continues to be effective on repetitive administra- 
tion. Though a direct antihypertensive effect cannot 
be excluded, present evidence suggests that the 
blood pressure responses seen with the use of chlo- 
rothiazide in hypertension are a result of its diuretic 
effect. 


2002 Holcombe Blvd. (31) (Dr. Ford). 


The chlorothiazide used in this study was supplied as 
Diuril, and the mecamylamine as Inversine by Merck Sharp 
& Dohme Research Laboratories, West Point, Pa.; the Rau- 
wolfia used, as Raudixin by E. R. Squibb & Sons, New York. 
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Recently, we have had occasion to study another 
case of anomalous edema, characterized by a slowly 
progressive downward course ending in anasarca, 
polyserositis, and death. The diagnosis in life was 
indeterminate despite several months spent in the 
hospital and innumerable laboratory tests. Clinical 
studies and autopsy examination excluded all the 
ordinary causes of edema (diseases of heart, liver, 
kidneys, and blood) and also more unusual syn- 
dromes. 

It is thought that this case may represent a new 
syndrome similar in part to three others previously 
reported by one of us,’ representing a disease that 
is the antithesis of diabetes insipidus, characterized 
by salt and water retention and postulated as pos- 
sibly due to “hyperpitressinism.” If it does, then it 
represents a fulminating form of the same, and 
our first autopsy report of such a case. 


Report of a Case 


A 39-year-old female had noted gradual onset of periorbi- 
tal, scalp, and ankle edema in the fall of 1954. Her weight 
rose from 135 Ib. (61.2 kg.) in September, 1954, to 155 Ib. 
(70.3 kg.) in February, 1955. She had noticed no change 
in thirst, desire for salt, frequency of urination, or marked 
fluctuations in her edema or weight. In 1937 her left 
fallopian tube and an ovarian cyst had been removed. For 
two years her menstrual periods had been irregular, and for 
one year she had had infrequent “hot flashes.” In January, 
1955, her local doctor had informed her of a “left pelvic 
mass.” 

On her initial hospitalization in February, 1955, she dis- 
played edema of the scalp, periorbital areas, and ankles. 
Physical examination was otherwise negative except that 
attempts at pelvic examination were unsuccessful. The pa- 
tient’s blood pressure was 118/72 mm. Hg. Abnormal levels 
of blood pressure were never obtained. 

Numerous laboratory studies were performed, with normal 
results being obtained (see table). Her edema _ partially 
subsided, and she was discharged from the hospital in April, 
1955, weighing 149 lb. (67.6 kg.). 

While at home she had gradual weight gain without 
noting change in water or salt intake or urine output. On 
readmission to the hospital on June 12, 1955, she weighed 
168 lb. (76.2 kg.). Edema of the face and scalp, distended 
cervical veins, engorged breasts, bilateral pleural effusion, 
ascites, and marked edema of the lower abdominal wall and 
lower extremities were present. The heart sounds, rate, and 
rhythm were normal. Pelvic examination was again unsatis- 
factory. 

Until her death on Jan. 7, 1956, there was slowly progres- 
sive anasarca, with distressing accumulations of fluid in 
serous cavities and subcutaneous tissue. Repeated laboratory 
diagnostic studies were performed without a clue as to 
diagnosis. Pleural, pericardial, and peritoneal fluid was re- 
moved on several occasions, in total amount over 20 liters; 
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the fluid was normal on cytological, culture, and smear 
study, as well as on study of several guinea pig inoculations. 
Catheterization of the right side of the heart was performed 
on Nov. 10, 1955, at the National Children’s Cardiac Hos- 
pital. Findings failed to reveal any disturbance in measurable 
cardiac physiology. 

Attempts to control the fluid accumulation with the usual 
diuretic measures (ammonium chloride, acetazolamide 
[Diamox], potassium chloride, mercaptomerin [Thiomerin] 
sodium, and meralluride [Mercuhydrin] sodium) were at 


Laboratory Data of Patient with Edema Followed by 
Anasarca and Polyserositis 


During First During Second 


Test Admission Admission 
Hemoglobin level, Gm. % 13.5 13-15.5 (range of 11 de 
White blood cell count, per 9,450, normal terminations) 7,650-16,- 

eu. mm. differential 250 (range of 13 de 
terminations); normal 
differential 
Urine: specific gravity 1.016 1.002-1.022 
(range of 17) 


Faint trace 
(maximum of 17) 


Albumin Negative 


White blood cells per high- 


power fleld 0-2 1-3-10-15 
(range of 17) 
Negative 


Sugar Negative 
24-Hr. protein, me ee 50-136 


(range of 5) 


Maximum concentration 1.018 
Maximum dilution 1.001 
Sodium excretion, mEq./24 
hr 3.13-312 
Potassium excretion, mEq 
24 hr eve 3.74-172 
Chloride exeretion, mEq./24 
hr 25.3492 
Phenolsulfonphthalein 18% at 15; 
excretion, mic. 36% at 30 
Urea clearance, % of normal 82 39 (9/13/56) 
Urine culture Negative Negative five times 
Serum calcium level, mg. % 1 ee 
Serum phosphorus level, 
me. % 42 cee 
Serum bilirubin level, mg. % si 0.6 
Urea nitrogen, mg. % 17 6-22 (range of 15) 
Thymol turbidity, units ae 2.5 
Cephalin flocculation ss Negative in 48 hours 
Cholesterol, mg. % 254 175 
Alkaline phosphatase level, 
Bodansky units can 4.6 
Prothrombin time, % of 
normal ese 100 
Congo red, % absorption 
in 65 min coe 23 
L. E. cells Negative four times 


Sodium, mEq./liter 
Potassium, mEq./liter 
Chloride, mEq./liter 


126-136 (range of 17) 
2.47-6 (range of 17) 
90-107 (range of 17) 


COs, mEq. /liter 28-36 (range of 17) 
Culture for fungus and 
acid-fast organisms of 


pleural fluid eee Negative four times 
Thyroid 1°*! uptake, % at 

24 hr 19 (euthyroid) 
Electrocardiogram Norma Low voltage T waves, 


consistent with 
anasarca 
Roentgenologic studies: 


Chest Within norma! Bilateral pleural effu- 
limits sion 
Skull Normal 


Within normal 
limits 


Intravenous pyelogram 


times transiently and only partially successful. Digitalization 
on two occasions and administration of ACTH and predni- 
sone on other occasions were without apparent benefit. 
Gradually all diuretic measures were to no avail, and she 
became weaker and apathetic; without developing new signs 
or symptoms she lapsed into coma and died on Jan. 7, 1956. 

Laboratory Data.—During her hospitalization the patient 
had many laboratory studies performed, and the laboratory 
data are summarized in the table. Her urinary sodium output 
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for a three-week period during her last admission varied 
from 0.13 mEq. per 24 hours to 312 mEq. per 24 hours. 
There were similar wide ranges in potassium excretion 
(from 3.74 mEq. per 24 hours to 172 mEq. per 24 hours) 
and chloride excretion (from 25.3 mEq. per 24 hours to 
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Fig. 1.—_Low-power view of supraoptic nucleus, showing 
numerous vacuolated nerve cells (hematoxylin-eosin stain, 


x 136). 


492 mEq. per 24 hours). The low values coincided with 
episodes of oliguria and weight gain ( water retention), while 
the high values occurred after the administration of diuretics 
and consequent diuresis. Electrocardiograms showed low 
voltage consistent with marked edema. 

Repeated chest x-ray examinations showed massive bilat- 
eral hydrothoraces, which varied with thoracentesis and a 
presumed hydropericardium. Biopsy of the gum was normal. 
Biopsy of the skin from the legs was normal. Biopsy of the 
upper abdominal skin was normal; except for a small vein 
with an organized thrombus, no diagnosis could be made. 
Results of repeated Congo red tests for amyloidosis were 
negative. 

Autopsy.—The following gross findings and microscopic 
findings were made at autopsy. 

Gross Findings: The body was well developed but there 
was an extreme degree of waterlogging of the subcutaneous 
tissue of the upper and lower extremities and the trunk, so 
much so that each incision became immediately the site of 
an outpouring of water. There was no edema of the face. 
The breasts were atrophic. Approximately 2,000 ml. of 
turbid fluid was present in each pleural cavity and 500 ml. 
of dark brown fluid in the pericardial sac. Clear serous fluid 
(1,500 ml.) filled the peritoneal cavity. Both lungs were 
pushed upward and the lower lobes were almost completely 
collapsed. There was very little edema of the upper lobes. 
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The pericardial sac was thickened, and a delicate ball and 
chain-like fibrinous adhesion was attached to the anterior 
wall of the left ventricle. Showers of petechiae were distrib- 
uted about the base of the heart. The myocardium, valve 
leaflets, and coronary arteries were normal. The pelvic cavity 
was considerably obliterated by old adhesions in which the 
cervical stump of the uterus was embedded. A nodular mass, 
containing several small multiloculated cysts, some filled 
with old blood, and a shrunken ovary occupied the left 
parametrium. The thyroid and adrenal glands were grossly 
normal. Several small shallow ulcers were found in the 
duodenum overlying the head of the pancreas. The liver, 
pancreas, spleen, and kidneys showed no gross abnormalities. 
The gross appearance of the brain was normal. 

Microscopic Findings: Many of the nerve cells in the 
supraoptic and paraventricular nuclei of the hypothalamus 
contained large cytoplasmic vacuoles which distended and 
distorted the cell bodies, often displacing the nuclei to the 
periphery (fig. 1). In some of the vacuoles, a pale colloid- 
like material, which stained faintly with hematoxylin-eosin 
stain and Gomori’s chrome-alum hematoxylin stain, was 
visible (fig. 2). An occasional cell in the paraventricular 
nuclei contained a single large red cytoplasmic droplet seen 
only with the Gomori stain. Basophilic cytoplasmic granules 
morphologically similar to neurosecretory material were 


Fig. 2.—Supraoptic nerve cells, showing colloid-like ma- 
terial within cytoplasm and vacuolation (hematoxylin-eosin 
stain, X 435). 


demonstrated with the Gomori stain in many, but not all, of 
the nerve cells in the supraoptic nuclei. These bore no 
relation to the cytoplasmic vacuoles. Histologically, the 
pituitary appeared normal, and scattered coarse basophilic 
droplets were demonstrated in the posterior lobe with the 
chrome-alum hematoxylin stain. 
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Since the vacuolar changes in the supraoptic nuclei were 
so pronounced in this case, an attempt was made to compare 
the incidence of such changes in these nuclei with changes 
in patients with edema of known etiology. In five patients 
with portal cirrhosis with severe ascites and one patient 
with chronic glomerulonephritis with anasarca no such 
vacuolar changes were found in the supraoptic nuclei. On 
the other hand five autopsied patients who died of carci- 
noma, cerebral arteriosclerosis, and lymphoma without edema 
showed vacuoles in the supraoptic nuclei, but only within a 
very few cells in each patient. The significance of the marked 
vacuolation in this case was, of course, obscure, but the 
impression was gained that there was some relation, perhaps 
causal, to the profound disturbance in water and salt balance. 
In support of this idea is the observation of Leveque,? who 
described somewhat similar vacuolar changes in the supra- 
optic nuclei of rats subjected to sodium chloride overloading. 

In the atelectatic portions of the lungs the alveolar walls 
were somewhat thickened by an increase of the reticular 
fibrils. The liver architecture was normal. The thyroid showed 
variation in size of acini, most being small and containing 
poorly stained, granular and inspissated colloid, while the 
lining cells were low and cuboid. Histologically, the adrenal 
was normal; the cells of the zona fasciculata were filled with 
lipid. The bone marrow had a normal cellularity, although 
there was a definite increase of eosinophilic granulocytes. 
The kidney structures were normal, except for an albuminous 
exudate in many of the glomerular spaces. The stump of the 
uterus was lined by atrophic endometrium. The left ovary 
contained a number of corpora albicantia, one of which was 
cystic and filled with old blood pigment. The peritoneal 
surface was thickened with fibrous tissue. 


Comment 


Diabetes insipidus is thought to be due to a 
deficiency of the secretion of the antidiuretic hor- 
mone, emanating from the neurohypophysis.* A 
documentary proved case of hypersecretion of the 
antidiuretic hormone by the neurohypophysis has 
yet to be reported. However, in a recent case re- 
ported by us,'” the suggestion was made that fluid 
and salt retention noted in a patient as a late com- 
plication of encephalitis may have resulted from 
an oversecretion of this hormone and in reality be 
the antithesis of diabetes insipidus. In 1922, 1929, 
1933, and 1943 various authors * have reported upon 
anomalous water and salt retention and suggested 
that these may have represented the antithesis of 
diabetes insipidus. 

In our recently reported case '” evidence was 
presented suggesting a disturbed red blood cell, 
sodium, and potassium relationship. It was sug- 
gested that the “redox sodium pump mechanism” 
(oxidation-reduction cycle) might be influenced 
by a neurohypophysial lesion. Recently, Friedman 
and co-workers ° have demonstrated that the ad- 
ministration of vasopressin (Pitressin) to nephrec- 
tomized rats caused a movement of sodium and 
water into cells, accompanied by a loss of cellular 
potassium, indicating a cellular membrane response 
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to vasopressin. The cellular electrolyte aberrance 
induced in rats by the administration of vasopressin 
was similar in many respects to that which we re- 
ported existing in our patient with postencephalitis 
and representing a possible antithesis of diabetes 
insipidus. The case included in this report may 
represent a variation of this syndrome. Hydrocato- 
chosis might be used as a general term signifying 
water retention in the body. The case reported 
would be classified as hypothalmic hydrocatochosis. 
The secretory granules containing the antidiuretic 
hormone are formed in the cells of the supraoptic 
nuclei and presumably transmit the material 
through the stalk of the posterior pituitary gland, 
where it is stored.” The widespread histological 
changes noted in the neurosecretory cells of the 
hypothalamus may be of primary importance in the 
etiology of this patient’s disturbed salt and water 
metabolism. 
Conclusions 


In a patient with anomalous edema, the condi- 
tion ran a downward course, ending in generalized 
anasarca and polyserositis. Autopsy excluded all 
the commonly recognized diseases associated with 
edema. Marked histological changes which may 
possibly be of pathogenic significance were en- 
countered in the cells of the supraoptic nuclei. 

1241 DuPont Bldg., Miami 32 (Dr. Rowntree). 
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“FREE CHOICE” AND OTHER LIMITATIONS 
UNDER MEDICARE 


FFECTIVE midnight Tuesday, Septem- 

@ ber 30, many dependents of military 

personnel will no longer be eligible to 

receive certain categories of medical and 

hospital care from civilian physicians and hospitals 

at government expense. Physicians should take note 

of these changes so that they will know beforehand 

which treatments will be eligible for payment under 

the Medicare system and which must be paid for by 
the individual patient. 

On and after October 1, 1958, the government 
will no longer pay for the following items when 
provided outside military facilities: (1) treatment 
of fractures, dislocations, lacerations, and other 
wounds on an outpatient basis; (2) termination visit; 
(3) outpatient presurgical and postsurgical tests and 
procedures; (4) neonatal visits; (5) treatment of 
acute emotional disorders unless the patient (spouse 
or child) is confined to a hospital for a condition 
otherwise eligible for payment; (6) elective surgery. 

In addition to eliminating these six categories of 
civilian care completely, the new directives further 
restrict the number of dependents eligible to receive 
any treatment from civiliart physicians in nongov- 
ernmental hospitals. 

Dependent spouses and children not residing with 
their sponsors may continue to choose a civilian 
physician, providing it is for treatment authorized 
for payment under the amended regulations. 

However, dependents residing with their sponsors 
will be required first to check with the nearest med- 
ical facility of the uniformed service to ascertain 
whether the authorized care is available in that in- 
stallation. If the facility is declared adequate by the 
appropriate local Command, the dependent must 
receive treatment at that facility or else assume the 
responsibility of paying for the care. Only if this 
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designated local Command deems the facility in- 
adequate for the necessary authorized care is a per- 
mit issued for the dependent to receive care from 
civilian sources at government expense. Except in 
emergency cases, this permit must be attached to 
the original copy of Claim form DA 1863, initiated 
by the physician in charge of the treatment. 

In maternity cases, special provisions apply. A 
dependent living with her sponsor who is already 
in the second or third trimester on October 1 and 
is under the care of a civilian physician may con- 
tinue under his care. However, if she is still in the 
first trimester on that date, she also must get the 
special permit to continue with civilian care. 

All changes take effect on October 1, 1958. In 
some cases, however, categories of care discon- 
tinued by this directive may still be eligible for 
payment if hospitalization commenced or care was 
arranged for before the effective date. 

Details of the new restrictions did not reach THE 
JourNAL office in sufficient time for a more com- 
plete article. A more complete report together with 
some of the background information will be carried 
in the next issue of THe JOURNAL. 


ANOTHER MEDICAL GUIDELINE 


Simply to see or not to see represents a stark and 
shadowless difference between sight and blindness. 
On the other hand, significant gradations and colors 
in the efficacy of the visual system too often emerge 
ill-defined and blurred as the physician tries to in- 
terpret scientific finding in the light of professional 
judgment, This he has been doing in appraising 
visual impairment that is congenital or brought on 
by injury or disease. 

How does a person’s visual deficiency influence 
his ability to live a normal life? How do you evalu- 
ate the degree of impairment of this ability? For 
many years doctors and laymen have tried to an- 
swer these questions in efforts to bring about 
equitable decisions by such organizations as the 
Veterans Administration, insurance firms, the Social 
Security Administration, and workmen's compensa- 
tion boards. 

‘The medical profession now has a new gauge. 
This is a guide to the evaluation of permanent im- 
pairment of the visual system, which appears as a 
special article on page 475 of this issue of THE 
Journat. It is the second such guide to be pro- 
duced by the A. M. A. Committee on Medical 
Rating of Physical Impairment since that Commit- 
tee was established by the Board of Trustees two 
years ago. The first, dealing with the extremities 
and the back, was published as a special edition of 
Tue Journat last February 15. Both guides were 
developed after the Committee and its outstanding 
consultants spent many months surveying the re- 
spective fields. Both guides will be reviewed from 
time to time to insure their continued value as 
advances in medical knowledge and_ technique 
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While the guides should prove valuable to spe- 
cialist physicians and interested nonmedical groups, 
they have been prepared with the general medical 
practitioner in mind. For it is the family doctor who 
is being called on increasingly to provide medical 
data for applications for disability benefits, and 
who stands to benefit greatly from uniform stand- 
ards of impairment evaluation. For the past 18 
years the A. M. A. has been striving to meet this 
need in a growing society—in 1940 adopting a rec- 
ommendation of its Section on Ophthalmology on 
appraisal of loss of visual efficiency, in 1955 revis- 
ing that pioneer report, and now bringing the infor- 
mation up to date in easy-to-use form. 

This latest guide seeks to provide a simplified 
method for determining visual impairment and the 
extent of its effects on an individual's ability to per- 
form the activities of daily living. Diminished visual 
ability is expressed as a percentage of impairment 
of the visual system. Diminished ability of the indi- 
vidual is expressed as a percentage of impairment 
of the “whole man.” Using these values, the physi- 
cian will have a practical means for expressing and 
calculating the extent of permanent impairment 
and for encouraging accurate, equitable, and uni- 
form evaluation. Thus lay administrators should be 
able to pronounce proper judgment on a permanent 
disability. The doctor’s responsibility is to evaluate 
a patient's impairment. 

As the A. M. A. Committee continues its trail- 
blazing work, it will present similar guides (cover- 
ing the cardiovascular system, respiratory condi- 
tions, and other body systems) in future issues of 
THe Journa.. Reprints of the guide published to- 
day are available on a complimentary basis from 
the Committee at A. M. A. headquarters. 


HYPOPHOSPHATASIA 


Hypophosphatasia, a relatively rare condition, 
has been defined as an inborn error of metabolism 
characterized by abnormal mineralization of bone, 
diminished alkaline phosphatase activity, and in- 
creased urinary excretion of phosphorylethanola- 
mine. One of the reasons it has been so rarely 
reported is that some cases have undoubtedly been 
thought to be rickets. Although no accurate esti- 
mate of the prevalence of the disease can be made, 
Fraser ' believes it to be about one in every 100,000 
live births. The disease is hereditary and close rela- 
tives even though they may show no outward signs 
of the disease are usually found to have a low phos- 
phatase activity. When the condition is present at 
birth, failure to grow, vomiting, irritability, and 
constipation are commonly noted.’ In general the 
later in life the disease is discovered the better the 
chances for recovery. There is a deficiency of calci- 
fication and as a result the growth of long bones is 
impaired and spontaneous fractures may occur in 
severe cases. Since early growth of the skull is re- 
tarded craniostenosis may develop as the child 
grows older. This in turn may cause convulsions and 
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defective vision. Blindness may ensue if surgical 
measures are not taken to prevent it.’ The primary 
teeth may be lost prematurely due to inadequate 
growth of alveolar bone and incomplete formation 
and early resorption of the roots of the teeth. 

Although resembling rickets in many respects 
hypophosphatasia is in no way related to rickets, 
which is not hereditary and is not characterized by 
an absence of alkaline phosphatase (in rickets the 
phosphatase activity is normal or increased ), hyper- 
calcemia, or multiple spontaneous fractures. The 
histological differences are minor. In sections of 
rachitic bone osteoclasts are rarely seen and spicules 
of the substantia spongiosa are well ossified. Fur- 
thermore rickets does not affect the skull. One of 
the chief distinguishing features of hypophospha- 
tasia is that vitamin D in adequate doses gives no 
improvement. Hypophosphatasia also usually has 
an earlier onset and may even occur in utero. 
Signs of rickets are rare in the fetus or newborn 
infant, occurring only when the mother had severe 
osteomalacia during pregnancy.* 

Fraser grouped a series of 35 patients according 
to the age of the patient when the disease was dis- 
covered and concluded that if lesions are present at 
birth the patient will usually die within a few 
months. If an infant with this condition survives his 
first year his chances for recovery are good. In 
those who die renal calcinosis due to hypercalcemia 
is found but it is not certain that this is the princi- 
pal cause of death. In patients with idiopathic hy- 
percalcemia, however, higher levels of serum cal- 
cium are seen but are not associated with serious 
or permanent renal damage. If lesions appear after 
the child is 6 months old symptoms may gradually 
subside. Wide variations were observed in the rate 
and extent of healing. In a few patients the condi- 
tion was first recognized in adult life. These pa- 
tients had undue fragility of their long bone and 
radiologic evidence of a mild osteoporosis. In any 
case once healing of the bones occurred no re- 
lapses were reported but return of serum phospha- 
tase levels to normal did not occur. Life expectancy 
in those with mild hypophosphatasia is probably 
normal. Many drugs have been used to treat this 
condition without success. Vitamin D should not 
be used because it favors hypercalcemia. Cortisone 
has been tried but no definite conclusions as to its 
value are warranted at present. 

Hypophosphatasia appears to be the result of a 
disturbance in cellular processes concerned with 
either the elaboration of the organic matrix of bone 
or its calcification, or both. An understanding of the 
intrinsic disturbance in this condition should give us 
a better appreciation of the basic physiology of bone. 
Fraser, Hypophosphatasia, Am. J. Med. 22:730-746 (May) 
Me heedDenehl, A. M., and Shanks, R. A.: Hypophosphatasia, Arch 
Dis. Childhood 32:304-310 (Aug.) 1957. 

3. Dickson, W., and Horrocks, R. H.: Hypophosphatasia, J. Bone & 
Joint Surg. 40-B:64-74 (Feb.) 1958. 

4. McCance, R. A.; Fairweather, D. V. 1.; Barrett, A. M.; and Mor- 
rison, A. B.: Genetic, Clinical, Biochemical, and Pathological Features 


of Hypophosphatasia: Based on Study of a Family, Quart. J. Med. 
25:523-537 (Oct.) 1956. 
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THE PRESIDENTS PAGE 


A MONTHLY MESSAGE 


Medicine recently has been much concerned by 
what is called “third parties.” A third party has 
been defined as any mechanism which enters into 
the relationship between the patient and his physi- 
cian. In this page I confine my remarks regarding 
third parties to closed panel (1) union, (2) man- 
agement, and (3) consumer sponsored plans and 
exclude medical society sponsored Blue Shield plans 
and commercial insurance. 

Third party arrangements of these three types— 
for prepaying the cost and for the provision of 
medical care—date back more than 100 years. 
Those of more recent origin are the closed panel 
plans such as the Health Insurance Plan of New 
York and the Kaiser Health Foundation, and the 
some 50 union health centers throughout the United 
States. The union health and welfare program 
which has generated the most controversy is the 
United Mine Workers program covering one million 
members and dependents in 25 states. 

The American Medical Association has not op- 
posed these third parties as such, but it has ex- 
pressed concern that an adverse effect on the 
selection of physicians, their compensation, and the 
quality of medical care rendered might occur be- 
cause of the third parties’ methods of operation and 
financial interest. 

While the medical profession has been striving 
to attain full acceptance of the fundamental prin- 
ciple of the individual's right to choose his own 
physician, certain third parties in recent years have 
moved in the opposite direction. They arbitrarily 
select physicians for their members and require the 
members to use their services exclusively or pay for 
the services of another physician. 

This abridgment of the patient’s freedom of 
choice often occurs because of the third party's 
special interests. Likewise, methods of compensa- 
tion other than fee-for-service, establishment of 
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inequitable professional standards, and limitation 
of diagnostic and treatment services may be stimu- 
lated because of fiscal considerations rather than 
the needs of the patient or physician. In some plans 
promotional techniques may be developed that con- 
flict sharply with traditional ethical methods for 
establishing a medical practice. 

The interests of the patient and his medical care 
must come first. The patient must not be a pawn 
or captive of a third party. He should be free to 
select his own physician because that choice, in 
my opinion, is essential to the provision of the best 
medical care. Certainly experience has taught us 
that free choice generally establishes the confidence 
of the patient in his physician, a vital factor in 
successful therapy. 

If medicine abandons its historic support of the 
principle of free choice, it can expect increasing 
third party interference in decisions on predomi- 
nantly professional matters. 

The number of third parties is growing; the num- 
ber of persons they serve is increasing. Unless medi- 
cine soon contains the influence of third parties on 
medical practice, it can expect the worst. 

However, I believe that we can prevent the 
extension of third party influence by adhering un- 
compromisingly to the basic principle of free choice, 
by rendering competent medical care at a cost 
which patients can afford, by assuring the public 
of the competence of licensed physicians, and by 
policing our ranks to eliminate professional incom- 
petence or economic abuses. 

These must be self-imposed responsibilities that 
must be discharged vigorously now and in the 
future or medicine may well find itself completely 
subservient to the third party! 


GuNNAR GUNDERSEN, M.D. 
La Crosse, Wis. 
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MEDICAL NEWS 


ARKANSAS 


New Clinical Research Wing.—The University of 
Arkansas Medical Center, Little Rock, has been 
awarded a $1,066,000 grant by the U. S. Public 
Health Service to help finance construction of a 
nine-story clinical research wing. The money will 
be matched dollar-for-dollar by private funds be- 
ing raised within the state. The Medical Center 
now is composed of an eight-story hospital and a 
nine-story educational wing. A 10-story student 
dormitory and adjoining student union building are 
under construction. The federal grant for the re- 
search wing was one of four in excess of one mil- 
lion dollars in the USPHS announcement of a total 
of $30,000,000 awarded to medical institutions 
throughout the nation. The money was appropriated 
by Congress to expand health research facilities. 


Medicine’s “Festival of Faith” in Tyronza.—Spon- 
sored by the First Councillor District of the Ar- 
kansas Medical Society, American Medicine's 
“Festival of Faith” will be held Oct. 2 at Tyronza, 
28 miles northwest of Memphis. A medical educa- 
tional symposium of students, teachers, and hos- 
pital staffs will be conducted from 11 a. m. to 12:30 
p. m., moderated by Dr. Willis E. Brown, head, 
department of gynecology and obstetrics, Univer- 
sity of Arkansas School of Medicine, Little Rock. 
A section of the symposium will be the quiz class 
in which seven medical school deans will be quizzed 
on the topic “The Why in Medicine and Medical 
Schools.” General chairman for the afternoon ses- 
sion will be Dr. David B. Allman, Atlantic City, 
N. J., immediate past-president of the A. M. A. 
Speakers will include Dr. Austin Smith, editor of 
Tue Journa.; Dr. George M. Fister, Ogden, Utah; 
Mrs. E. Arthur Underwood, Vancouver, Wash., 
president of the Women’s Auxiliary of the A. M. A.; 
and Dr. Louis M. Orr, Orlando, Fla., president- 
elect of the A. M. A. Scientific papers will include 
the following: 


Smoking and Its Relation to Cancer of Lung, Dr. Alton 
Ochsner, New Orleans, La. 

The Philosophy of Human Nature As Related to Surgery, 
Dr. Philip Thorek, Chicago, Il. 

Pathology is the Foundation of Medicine, Dr. Mervin H. 
Grossman, Dallas, Texas. 

One Man’s Hope in Treatment of Cancer, Dr. Fred E. 
Woodson, Tulsa, Okla. 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health, Programs should be received 
at least three weeks before the date of meeting. 


The Governor's Committee on Employment of 
the Physically Handicapped will convene at 3 p. m. 
For information write Dr. Lowry H. McDaniel, 
Chairman, Program Committee, American Medi- 
cine’s Festival of Faith, Tyronza, Ark. 


CALIFORNIA 


Dr. Brem Appointed Chairman of Department of 
Medicine.—Promotion of Dr. Thomas H. Brem to 
be chairman of the department of medicine in the 
University of Southern California School of Medi- 
cine, Los Angeles, has been announced by Dr. 
Clayton G. Loosli, dean, following the retirement 
of Dr. Merritt P. Starr, head of the department from 
1948 to 1955. Drs. Brem and Starr have shared the 
chairmanship the past three years, Dr. Brem being 
in charge of teaching and Dr. Starr in charge of 
research. Henceforth, Dr. Brem will be responsible 
for both fields. Until Dr. Loosli arrived July 1 from 
the University of Chicago to become dean, Dr. 
Brem also has served as chairman of the interim 
administrative committee of the Medical School 
following the resignation of Dr. Gordon Goodhart 
as dean in 1956. He is a member of the American 
Board of Internal Medicine. 


Committees to Select Medical and Surgical Execu- 
tives.—Two special committees have been named to 
select new men for the positions held by Dr. David 
A. Rytand and Dr. Victor Richards on the Stanford 
Medical School faculty, Dean Robert H. Alway has 
announced. Dr. Rytand has asked to be relieved of 
his executive duties while continuing as professor 
of medicine. Dr. Richards resigned as executive of 
the surgery department, effective Sept. 1. On the 
committee in search of a medical department 
executive are Associate Dean Lowell Rants, Drs. 
Alvin J. Cox Jr., Frank L. A. Gerbode, Avram S. 
Goldstein, Arthur Kornberg, Dwight L. Wilbur, and 
Albert M. Snell. On the surgery executive commit- 
tee are Drs. Gerbode, William P. Creger, Roy B. 
Cohn, Sidney Raffel, and Henry S. Kaplan. Dr. 
Alway has asked both committees to report on can- 
didates as soon as possible. The new Stanford Medi- 
cal School opens on the campus Sept. 1 next year. 


General Practice Meeting in San Francisco.—The 
California Academy of General Practice will hold 
its 10th scientific assembly Oct. 5-8 in the Masonic 
Temple, San Francisco. Dr. Ethan A. Brown, Bos- 
ton, will present the Stanley R. Truman Lecture, 
“Reactions to Antibiotics, Especially Penicillin,” 
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and Dr. Ralph C. Benson, Portland, Ore., will give 
the Ivan C. Heron Lecture, “Third Trimester Ob- 
stetrical Problem.” Presentations by other out-of- 
state speakers are: 

Teenage Sex Education, Dr. Robert N. Rutherford, Seattle. 
Psychotherapy in the GP’s Office, Dr. C. H. Hardin Branch, 

Salt Lake City. 
Is It Angina?, Dr. William H. Gordon, Lubbock, Texas. 


Use and Abuse of Diuretics, Dr. Gordon. 
“If | Had An Ulcer ...”, Dr. Philip Thorek, Chicago. 


Technical exhibits and the annual informal party are 
planned. For information write the California 
Academy of General Practice, 461 Market St., San 
Francisco, 


GEORGIA 

Clinical Society Meeting.—The first annual meeting 
of the Grady Hospital Clinical Society, an associa- 
tion composed of former members of the intern and 
resident staff of the Grady Memorial Hospital, will 
be held Oct. 20 at the Grady Memorial Hospital, 
Atlanta. Address all inquiries to the Grady Hospital 
Clinical Society, Room G-610, Grady Memorial 
Hospital, 80 Butler St., §. E., Atlanta, Ga. 


ILLINOIS 


Hospital Lecture Series Opens.—The opening lec- 
ture in the ninth annual North Shore Hospital 
Lecture Series on “Emotional Forces in the Family” 
will be held at the hospital, in Winnetka, Oct. 1, 
8:00 p. m. “The development of the Family in the 
Technical Age” will be discussed by Dr. Joost A. M. 
Meerloo, of The New York School of Social Re- 
search, New York City. The Commission on Edu- 
cation of the American Academy of General 
Practice has approved these lectures for category II 
credit. The J. B. Lippincott Company of Philadel- 
phia will publish the entire series as a book. All 
royalties that accrue have been assigned to the 
American Psychiatric Association as in previous 
series. Physicians and allied professional personnel 
are cordially invited. 


Anesthesiologists Meet in Peoria.—On Oct. 4-5 the 
Illinois Society of Anesthesiologists will meet at the 
Hotel Pere Marquette, Peoria. The scientific pro- 
gram will include the following: 


Preparation of the Diabetic Patient for Surgery, Dr. Lucille 
A. Sprenger, Peoria. 

Pulmonary Resection at Wisconsin General Hospital—15 
Years Experience, Dr. Oswald S. Orth, Madison, Wis. 
Anesthetic Management of Infants and Children Undergoing 

Thoracic Operations, Dr. William O. McQuiston, Peoria. 


Other participants include Drs. Herbert M. Epstein, 
Evanston, William K. Stephan, Joliet, and Max S. 
Sadove, Chicago. Entertainment includes golf and 
a dinner, Oct. 4. For information write Mr. Clifford 
A. Baldwin Jr., 432 Jefferson Building, Peoria, IIl., 
Secretary. 
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Chicago 

Hospital News.—The Michael Reese Hospital Med- 
ical Center has announced the appointment of Dr. 
Sidney Cohen, formerly associate director of lab- 
oratories, Beth Israel Hospital, Boston, to head the 
microbiology department of the center's Research 
Institute, succeeding Dr. Albert Milzer, who retired. 


Tribute to Dr. Rothman.—“In tribute to the research 
and teaching in dermatology of Dr. Stephen Roth- 
man,” professor of medicine and head of the section 
on dermatology of the School of Medicine of the 
University of Chicago, the Society for Investigative 
Dermatology has dedicated the July issue of its 
journal to him which is limited to scientific reports 
by former students of Dr. Rothman. Dr. Rothman 
received his M.D. degree in 1917 from the Univer- 
sity of Budapest, and has been at the University of 
Chicago since 1938. He is chairman of the com- 
mittee on cosmetics of the American Medical Asso- 
ciation, and of the subcommittee on the cutaneous 
system, of the National Research Council. He has 
been president of the Society for Investigative 
Dermatology, which elected him an honorary mem- 
ber in June. 


Personal.—The distinguished service award gold 
medal of the National Medical Association, given 
each year “for the most distinguished service ren- 
dered to the profession on the National level,” has 
been awarded to Dr. Leonidas H. Berry, clinical 
assistant professor of medicine, University of Illinois 
College of Medicine, “for his pioneering efforts 
and success in the Specialty of Diseases of the 
Stomach, and the ‘Berry Plan’ of treatment for 
Drug Addicts.”——Martin E. E. Hanke, Ph.D., asso- 
ciate professor of biochemistry, University of Chi- 
cago, has been named director of the university's 
clinical chemistry laboratory. Among the purposes 
of this appointment is a consolidation of the work 
in clinical chemistry which is now being done inde- 
pendently in the various clinical departments and 
hospitals of the university——Dr. Max Thorek, 
founder and secretary-general, International College 
of Surgeons, was decorated as a Commander of the 
Order of Merit of the Republic of Italy by Giacomo 
Profili, counsel general of Italy, Sept. 10. 


LOUISIANA 

Dr. Meleney Goes to Florida—Dr. Henry E. 
Meleney, emeritus professor of preventive medicine, 
New York University College of Medicine, New 
York City, and research professor of medicine, 
Louisiana State University, New Orleans, will re- 
tire from his present position Sept. 30 and will be- 
come assistant health officer of Alachua County, 
Gainesville, Fla. His special responsibility will be 
the development of research and personnel training 
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programs. He will also do teaching at the College 
of Medicine of the University of Florida, Gaines- 
ville. 


MICHIGAN 


Accidents Among School Children.—Almost half of 
all deaths among Michigan children of school age 
are caused by accidents, the Michigan Department 
of Health has announced. Dr. Goldie B. Corneliu- 
son, director of maternal and child health for the 
state health department, said that in 1957, accidents 
claimed 510 lives of school-age children in Michi- 
gan, or 47% of the total deaths in that age group. 
Motor vehicles accounted for the major share of 
the accidental deaths, causing 294 fatalities, or 58% 
of the total accidental deaths. 


MISSOURI 


Lectures for Hospital’s Anniversary.—A series of 
special lectures, sponsored by the clinical depart- 
ments of Saint Louis University School of Medicine 
in observance of the 25th anniversary of Firmin 
Desloge Hospital will continue through November. 
The department of pediatrics will present its pro- 
gram Oct. 15-16, and an interdepartmental program 
will be held Nov. 19. Members of the medical pro- 
fession are invited to attend the lectures and lunch- 
eon at Desloge free. The programs have been 
approved for category I credit by the American 
Academy of General Practice. Dr. William H. Vogt 
Jr. is chairman, Firmin Desloge Jubilee Committee. 


NEBRASKA 


Grant for Training in Rehabilitation.—Creighton 
University School of Medicine, Omaha, has re- 
ceived the first of five annual grants from the office 
of Vocational Rehabilitation, Washington, D. C. 
The grant, to be directed by Dr. Harold N. Neu, 
professor of medicine and coordinator of the teach- 
ing of rehabilitation, will be used “to implement 
personnel needed to help train medical students 
and residents in the modern concepts of rehabilita- 
tion.” Creighton developed an organized teaching 
program in rehabilitation five years ago. The grant 
became effective Sept. 1. 


NEW YORK 


New Health Department in Monroe County.—Es- 
tablishment of a county health department in Mon- 
roe County has been approved by Dr. Herman E. 
Hilleboe, state health commissioner. Monroe is the 
20th county in the state to set up a health depart- 
ment. The new department was expected to begin 
operating by Sept. 1. 


Society News.—At a recent meeting of the Queens 
Pediatric Society, the following officers were elect- 
ed: president, Dr. Benjamin Goldsmith, Flushing; 
vice-president, Dr. Frederick Castrovinci, Jackson 
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Heights; secretary, Dr. Emanuel Fletcher, Flushing; 
and treasurer, Dr. Elmer E. Amerman, Flushing. 
The society meets at the Seminole Club, Forest 
Hills, N. Y., on the second Tuesdays of October, 
December, February, and April at 7:00 p. m.—— 
The Medical Society of the State of New York has 
announced the removal of its offices to 750 Third 
Ave., New York 17; phone, YUkon 6-5757. 


Meeting of Physicians in Syracuse.—Dr. John H. 
Talbott, governor for Western New York, American 
College of Physicians, will open the annual meeting 
for that region Oct. 3 at the Syracuse Hotel, Syra- 
cuse. Twelve papers are scheduled for the two 
morning sessions of the one-day meeting. Dr. 
Howard P. Lewis, Portland, Ore., president-elect of 
the college, will be guest speaker at luncheon. In 
the afternoon a panel discussion, “The Present 
Status of Cardiac Surgery,” will be introduced by 
Dr. Richard H. Lyons, of Syracuse, with Dr. Paul 
N. Yu, of Rochester, as chairman. A schedule of 
events for wives and guests is arranged. Registration 
fee for physicians is $10 and includes luncheon and 
the social hour at 4 p. m. For reservation and infor- 
mation write to Dr. Henry W. Retan, Syracuse 
Kemper Bldg., Syracuse 2, N. Y. 


Personal.—Dr. Donald F. McDonald, head of the 
division of urology, University of Washington 
School of Medicine, Seattle, since 1952, has been 
appointed professor of urology and chairman of the 
division at the University of Rochester School of 
Medicine and Dentistry. Dr. McDonald also will be 
urologist-in-chief in Strong Memorial Hospital of 
the Medical Center. He will begin his new duties 
about Oct. 1 as successor to Dr. Winfield W. Scott, 
who will become professor of urological surgery 
emeritus after having served on the medical faculty 
for 30 years.——Dr. Paul V. Newland, formerly with 
the Procter & Gamble Co., has been named a staff 
member of The Norwich Pharmacal Company’s 
medical department in Norwich, Dr. Paul F. Mac- 
Leod, department director, has announced.——Dr. 
William Nussbaum of Kew Gardens was elected to 
fellowship of the Royal Anthropological Institute of 
Great Britain and Ireland in May. 


Memorial Teaching Day in Binghamton.—The third 
Samuel E. Cohen Memorial Teaching Day will be 
held Oct. 1 in the Carlton Hotel, Binghamton, with 
the theme, “Diagnosis and Therapeutics of Infec- 
tion.” The four speakers, arranged for through the 
cooperation of the Council Committee on Public 
Health and Education, Medical Society of the State 
of New York, and the New York State Department 
of Health, will present the following: 

Principles in the Diagnosis of Infections, Dr. Charles M. 

Samet, Boston. 
—e and Infection, Dr. Harold A. Zintel, New York 
ity. 
Kidney Diseases, Dr. Mitchell I. Rubin, Buffalo. 
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Newer Concepts in Diagnosis and Treatment of Rheuma- 
toid Arthritis, Dr. Richard H. Freyberg, New York City. 


In the evening, a round-table discussion of the 
afternoon presentations will be held. Postgraduate 
credit is given to members of the American Acad- 
emy of General Practice. For information write Mr. 
Charles Bishara, Executive Secretary, Broome 
County Medical Society, 42 Front St., Bingham- 
ton, N. Y. 


New York City 

Dr. Thomas to Give Brown Memorial Lecture.—Dr. 
Lewis Thomas, chairman, department of medicine, 
New York University College of Medicine, New 
York City, will give the George Elgie Brown Me- 
morial Lecture on “The Role of Hypersensitivity in 
Cardiovascular Diseases” Oct. 25 at the 31st annual 
meeting of the American Heart Association at San 
Francisco Oct. 24-26. This lecture was established 
in memory of Dr. George Elgie Brown formerly 
head of a section of medicine in the Mayo Clinic, 
Rochester, Minn. 


Personal.—Dr. I. Newton Kugelmass, consultant to 
the departments of health and hospitals, New York 
City, addressed the department of pediatrics, Uni- 
versity of Tokyo, Aug. 11 on the “Mechanism and 
Management of Hemorrhagic Disorders in Infants 
and Children."——Dr. Charles A. Carton has been 
appointed chief of the division of neurosurgery of 
Montefiore Hospital. He also will serve as associate 
clinical professor of surgery at the Albert Einstein 
College of Medicine.——Dr. David Grob, associate 
professor of medicine at Johns Hopkins University 
School of Medicine, Baltimore, has been appointed 
professor of medicine at the State University of 
New York Downstate Medical Center and full-time 
director of medical services at Maimonides Hos- 
pital of Brooklyn.——Dr. Brewster S. Miller, lec- 
turer in neoplastic diseases at New York Medical 
College, has been appointed medical director of 
United Cerebral Palsy Associations, Inc., and re- 
search director of the United Cerebral Palsy Re- 
search and Educational Foundation, Inc. 


Symposium on Diabetes.—“The Brain and Diabetes 

Mellitus” will be the subject of an all-day sympo- 

sium sponsored by the Clinical Society of the New 

York Diabetes Association, to be held Oct. 10 at 

Hunter College Playhouse Auditorium, New York 

City. The program lists the following speakers: 

Metabolism of the Brain and Its Relation to Diabetes Mel- 
litus, Dr. Seymour S. Kety, Philadelphia. 

Pathological Effects of Hypoglycemia, Dr. Harry M. Zim- 
merman, New York City. 

Hypothalamic Control of the Anterior Hypophysis and Its 
Metabolic Implications, Dr. Roger Guillemin, Houston, 
Texas. 

Role of the Highest Integrative Functions of the Central 
Nervous System in Disease, Dr. Harold G. Wolff, New 

York City. 
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Garfield G. Duncan, Philadelphia. 
Surgery of Segmental Vascular Disease, Dr. Ernest S. Craw- 
ford, Houston, Texas. 


A panel discussion, “The Role of Environment 
and Personality in the Management of the Difficult 
Patient with Diabetes Millitus,” will open the after- 
noon session. The symposium is sponsored by 
grants-in-aid from Charles Fischer and Company, 
Inc. Physicians, medical students, and professional 
personnel are invited. There is no registration fee 
but advanced registration is required. For informa- 
tion write the New York Diabetes Association, Inc., 
104 E. 40th St., New York 16. 


NORTH CAROLINA 

Expand Duke's Allergy Training Program.—The 
National Institute of Allergy and Infectious Dis- 
eases, U. S. Public Health Service, has awarded 
Duke University Medical Center a $127,000 grad- 
uate training grant toward support of the expanded 
allergy program for five years. Primarily, the expan- 
sion consists of increasing the program to include 
research and clinical work in the allied areas of 
genetics, immunology, chest disease, and physiol- 
ogy. The work also will involve studies of the basic 
problems of tissue transplantation and immunolog- 
ical aspects of tumor research. Dr. Herbert O. 
Sieker, assistant professor of medicine at Duke, is 
director of the program. Dr. Sieker explained that 
the clinical allergy service at Duke Hospital is 
being expanded to offer diagnosis and treatment of 
all kinds of allergic disorders. 


PENNSYLVANIA 

Annual State Meeting in Philadelphia.—_The Med- 
ical Society of the State of Pennsylvania will hold 
its 108th annual session at the Bellevue—Stratford 
Hotel, Philadelphia, Oct. 12-17. The general ses- 
sions will be presented as panel discussions under 
the following titles and moderators: 

Hazards of Antibiotic Therapy, Dr. Abraham I. Braude, 

Pittsburgh. 

Trends in Medical Care, Dr. Wendell B. Gordon, Pittsburgh. 
Steroids—Uses and Abuses, Dr. Thaddeus S. Danowski, 


Pittsburgh. 

Reduction of Mortality and Morbidity in Automobile Acci- 
dents—The Physicians’ Responsibility, Dr. Constantine P. 
Faller, Harrisburg. 

The Chronically Tired Patient—An Important Complaint, 
Dr. Allen W. Cowley, Harrisburg. 

Special Consideration in the Care of Patients Having Malig- 
nant Disease, Dr. Charles S$. Cameron, Philadelphia. 


A clinicophysiologic conference, “Neonatal Cri- 
ses ... , will be moderated by Dr. Lewis A. 
Barness, Philadelphia. The 11th annual state dinner 
will be held the evening of Oct. 14. Alumni dinners 
and the president’s reception are arranged for Oct. 
15. For information write the Medical Society of 
the State of Pennsylvania, 230 State St., Harris- 
burg, Pa. 
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Philadelphia 

Municipal! Public Health Appointments.—The Phila- 
delphia Department of Public Health has an- 
nounced the appointment of three physicians each 
of whom holds the degree of master of public 
health. Named chief of the department's Maternal 
and Child Health Section was Dr. Donald A. 
Cornely, who had been chief of medical education 
at Philadelphia General Hospital. Dr. Harriett C. 
Jones was appointed to the District Health Opera- 
tions unit, which has the responsibility for program 
planning and execution in the city’s 10 health dis- 
tricts and health centers. Dr. Thomas W. Georges 
Jr., will be assistant director of the health program 
in Philadelphia's Health District 1. Dr. James P. 
Dixon, health commissioner, said that additional 
positions are available including those of director 
of the Disease Control] Division, chief of the Tuber- 
culosis Control Section, and directors of health dis- 
trict programs. 


TENNESSEE 

Mental Hospital for Medical Center.—The Medical 
Center in Memphis, in which the University of Ten- 
nessee shares prominently, is soon to have a state 
hospital for the mentally ill. The master plan for a 
six-million-dollar mental health center will use the 
entire block across from LeBonheur Hospital. The 
land is now being cleared and by October work will 
start on the 3%-million-dollar 200-bed hospital. 
Training and research faculties now handled in 
present university facilities and Gailor Psychiatric 
hospital will be transferred to the mental health 
center as the buildings are completed. The fields of 
training will include psychiatric residents, clinical 
psychology, social work, nursing psychiatry, and 
occupational and recreational therapy. 


TEXAS 

Dr. DeBakey Awarded Alvarenga Prize.—On July 
14 the College of Physicians of Philadelphia award- 
ed the Alvarenga Prize for 1958 to Dr. Michael E. 
DeBakey, professor of surgery, Baylor University 
College of Medicine, Houston, “for his outstanding 
work in the surgical treatment of diseases of blood 
vessels.” The Alvarenga Prize was established by 
the will of Pedro Francisco DaCosta Alvarenga, of 
Lisbon, Portugal, an associate fellow of the College 
of Physicians of Philadelphia, to be awarded an- 
nually by the college on the anniversary of the 
death of the testator, July 14, 1883. 


Annual Award for Research in Psoriasis.—The de- 
partment of dermatology, Baylor University College 
of Medicine, Houston, has announced an Interna- 
tional Memorial Award for Psoriasis Research, es- 
tablished as a 10-year program by Carol and Henry 
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J. N. Taub in honor of their grandparents. An an- 
nual award of $1,000 for research on psoriasis, it is 
designated “for the individual or group who has 
done the most out-standing investigative work in 
this field.” Results of the research must have been 
presented before a dermatological medical society 
or published in a recognized medical journal. The 
name of any applicant for the award, together with 
supporting data, should be submitted for considera- 
tion by Dec. 1. The recipient will be determined by 
a committee composed of Drs. Marcus R. Caro, 
Edward P. Cawley, Arthur C. Curtin, Eugene M. 
Farber, John M. Knox, Aaron B. Lerner, and Carl 
T. Nelson. Address all communications to Dr. John 
M. Knox, Department of Dermatology, Baylor Uni- 
versity College of Medicine, Houston 25, Texas. 


VERMONT 

Dr. Bland to Study in England.—Dr. John H. Bland, 
associate professor of medicine, University of Ver- 
mont College of Medicine, and director of the Arth- 
ritis Clinics at the Mary Fletcher and DeGoesbriand 
Memorial hospitals, in Burlington, has left on a one- 
year leave of absence for Manchester, England, 
where he will be associated with Prof. Jonas H. 
Kellgren, director of the Rheumatism Research 
Center at the University of Manchester, where each 
year scientists are invited to work and study. Dr. 
Bland, one of two M.D.’s invited this year, will 
work in the area of connective tissue biochemistry. 
He plans to visit several European universities to 
discuss connective tissue investigation and plans to 
make a comparative study of medical education 
methods in England, Europe, and the United States. 
Dr. Bland’s leave is under the auspices of the Nuf- 
field Foundation in England, the Commonwealth 
Fund of New York, the New England Chapter of 
the Arthritis and Rheumatism Foundation, and the 
National Institutes of Health. During Dr. Bland’s 
leave, the two active clinics of the DeGoesbriand 
Memorial and Mary Fletcher Hospitals will be 
under the direction of Dr. Winston M. Eddy, of 
Burlington. 


WISCONSIN 
Dr. Engstrom Appointed Department Chairman.— 
Dr. William W. Engstrom, associate professor of 
medicine, Marquette University School of Medicine, 
Milwaukee, has been named the Francis D. Murphy 
professor and chairman of the department of medi- 
cine, effective Aug. 15. Dr. Engstrom assumes the 
post held by Dr. Francis D. Murphy, who will re- 
main a professor in the department and active in 
the teaching program of the medical school. Dr. 
Engstrom has also been appointed director of medi- 
cine of Milwaukee County Hospital, a post held by 
Dr. Murphy for 33 years. 
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GENERAL 

Congress on Safety in Chicago.—The 46th National 
Safety Congress and Exposition will be held Oct. 
20-24, with activities at the Conrad Hilton, Shera- 
ton—Blackstone, Pick-Congress, Hamilton, La Salle, 
and Morrison Hotels, Chicago. The 13th annual 
Federal Safety Conference, sponsored by the Fed- 
eral Safety Council, will be held Oct. 20-21. Over 
45 section meetings will be held for discussion of 
safety in industry, farming, mining, transportation, 
and commerce. A program of safety films and ex- 
hibits is arranged. The American Society of Safety 
Engineers will meet Oct. 21, with an annual chap- 
ter achievement awards luncheon at 12:15 p. m. 
Entertainment for the congress includes the ban- 
quet Oct. 22, 6:30 p. m., at the Conrad Hilton 
Hotel. Registration fee is $5. For information write 
the National Safety Council, 425 N. Michigan Ave., 
Chicago. 


Meeting on Surgery of Trauma.—The American As- 
sociation for the Surgery of Trauma will hold its 
18th annual session Oct. 2-4 at the Drake Hotel, 
Chicago. The presidential address will be given the 
afternoon of Oct. 3 by Dr. William L. Estes Jr., 
Bethlehem, Pa. Over 40 papers are scheduled for 
presentation including the following by Canadian 
authors: “Traumatic Diplopia,” Dr. Arthur L. Mur- 
phy, Halifax, Nova Scotia, and “First Aid Equip- 
ment for Traffic Accidents,” Dr. John C. Dickison, 
Montreal. A symposium on “The Impartial Medical 
Testimony Plan” will be moderated by Dr. William 
E. Mishler, Cleveland. Dr. Percival Bailey, profes- 
sor of neurology and neurological surgery, Univer- 
sity of Illinois College of Medicine, Chicago, will 
present “The Seat of the Soul” at the banquet, 8 
p. m., Oct. 3. For information write Dr. James K. 
Stack, 700 N. Michigan Ave., Chicago 11. 


Annual Meeting on Clinical Orthopedics.—The 46th 
annual meeting of the Clinical Orthopaedic So- 
ciety will be held Oct. 2-4 in Denver and Colorado 
Springs, under the presidency of Dr. Marcus J. 
Stewart, Memphis, with headquarters at the Brown 
Palace Hotel, Denver. The program includes over 
40 clinical presentations and the following Denver 
speakers will present three papers each: Dr. Mur- 
ray E. Gibbens, Dr. John T. Jacobs Jr., Dr. Mack L. 
Clayton, and Dr. James S. Miles. Discussion periods 
will follow each speaker's presentations. Presiding 
at the clinical sessions will be Drs. Rufus H. All- 
dredge, New Orleans; Rudolph S. Reich, Cleveland; 
Gordon C. Whiston, Casper, Wyo.; Charles R. 
Rountree, Oklahoma City; Clinton L. Compere, 
Chicago; and Frank O. McGehee, Houston, Texas. 
Entertainment includes golf, swimming, riding, ice 
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skating, and the annual banquet Oct. 3, 6:30 p. m. 
For information write Dr. Charles H. Frantz, 1810 
Wealthy St., S. E., Grand Rapids, Mich. 


Roentgen Ray Society Meeting in Washington, 

D. C.—The American Roentgen Ray Society will 

hold its 59th annual meeting Sept. 30-Oct. 3 at the 

Shoreham Hotel, Washington, D. C. The Caldwell 

Lecture will be delivered the evening of Sept. 30 

by Dr. Leo G. Rigler, president, Radiological So- 

ciety of North America, on “Functional Roentgen 

Diagnosis—Anatomical Image—Physiological Inter- 

pretation.” Of the 39 scheduled papers, the follow- 

ing are by Canadian authors: 

Roentgenological Features of Meningeal Fibroblastoma, 
Dr. Sidney P. Traub, Saskatoon, Saskatchewan. 

Tomography in the Radiological Evaluation and Differentia- 
tion of Chronic Hypertrophic Emphysema and Asthma, 
Drs. Robert G. Fraser and David V. Bates, Montreal, 
Quebec. 

Investigation of Effects of Opaque Media on the Lungs with 
Comparison of Barium Sulphate, Lipiodol and Dionosil, 
Drs. G. Bernard Skinner, George I. Wortzman, James R. 
Stuart, and John S. Dunbar, Montreal. 


A golf tournament and golf dinner are planned for 
Sept. 28. President-elect Dr. Barton R. Young is 
chairman of the committee on arrangements for the 
scientific program. 


Southeastern Physicians Meeting in Biloxi.—The 

American College of Physicians will hold a south- 

eastern regional meeting (Alabama, Florida, Geor- 

gia, South Carolina, and Cuba) Oct. 3-4 at the 

Buena Vista Hotel, Biloxi, Miss. Of the twenty pa- 

pers scheduled, the following include guest authors: 

Clinical and Physico-Chemical Studies on Macroglobuli- 
nemia, Dr. William J. Hammack and Willard R. Starnes, 
M.S., Birmingham. 

Nitroglycerin by Inunction in the Treatment of Angina 
Pectoris, Dr. James A. Davis, Birmingham. 

Preliminary Report on Retrograde Catheterization of the 
Left Ventricle, Drs. Francisco A. Hernandez, H. R. Coo- 
per, and Herbert Eichert, Miami, Fla. 

Myelofibrosis, Drs. Charles C. Corley Jr. and Charles M. 
Huguley Jr., Atlanta, Ga. 

Peripheral Neuropathy in Myxedema, Drs. Lamar E. 
Crevasse and Robert B. Logue, Atlanta, Ga. 

Coronary Disease in the Negroes of Haiti and the United 
States, Drs. Dale Groom, Edward E. McKee, Charles 
Webb, B.S., and Faye W. Grant, Ph.D., Charleston, S.C., 
and Dr. Vergniaud Pean, Port-au-Prince. 


At the dinner session Oct. 3, Dr. Dwight L. Wil- 
bur, San Francisco, president, American College of 
Physicians, will present an address. For information 
write Dr. Duward O. Wright, 2930 N. 16th St., Bir- 
mingham 2, Ala., Governor for Alabama. 


Annual Meeting of Pediatricians.—The 27th annual 
meeting of the American Academy of Pediatrics 
will be held Oct. 18-23 at the Palmer House, Chi- 
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cago. Two-day seminars will be held Oct. 18-19, 
and half-day round-tables will run concurrently 
with the general sessions. The Borden award pres- 
entation will be given Oct. 20 by Dr. Charles D. 
May, New York City, on “Protein Allowance in 
Infant Nutrition.” Five symposiums are planned, 
with the following titles and chairmen: 


Regulation of Carbohydrate Metabolism, Dr. Rachmiel Le- 
vine, Chicago. 

Radioactive Isotopes in Pediatric Medicine, Dr. Lee E. Farr, 
Upton, N. Y. 

Cystic Fibrosis of the Pancreas, Dr. May. 

Office Evaluation of Intelligence and the Special Senses, 
Dr. Harry Bakwin, New York City. 

Recent Developments in Control of Infectious Diseases, 
Dr. Edward C. Curnen Jr., Chapel Hill, N. C. 


A panel discussion on “The Pediatrician’s Respon- 
sibility in Mental Health Counseling” is planned for 
Oct. 21, with Dr. Sherman Little, Buffalo, N. Y., as 
chairman. A banquet, a program of ladies’ enter- 
tainment, and alumni meetings are arranged. For 
information write Dr. Einor H. Christopherson, 
P. O. Box No. 1116, Evanston, Ill., Executive Sec- 
retary. 


Plastic Surgeons Meeting in Chicago.—The 27th 
annual meeting of the American Society of Plastic 
and Reconstructive Surgery will be held Oct. 12-17, 
with headquarters at the Drake Hotel, Chicago. 

Foreign participants will include Drs. Fernando 

Ortiz—Monasterio and R. Serrano, Mexico City, who 

will present “Cephalometric Measurements on Adult 

Patients with Nonoperated Cleft Palates,” and Drs. 

Hamilton A. Baxter and Marcy A. Goldstein, Mont- 

real, Canada, who will give “Duration of Survival 

of Human Fetal Grafts.” The program includes four 
symposiums and the following papers with invited 
guest authors: 

Place of Radiation Therapy in Treatment of Advanced 
Carcinoma of Lower Lip, Dr. Isadore Lampe, Ann Arbor, 
Mich. 

Vascular Reinforcement of Pedicled Tissues Using Hista- 
mine Iontophoresis, Drs. Richard B. Stark and Clayton 
R. De Haan, New York City. 

Homotransplantation of Thyroid and Parathyroid Glands by 
Vascular Anastomoses, Drs. Herbert Conway and James 
W. Smith, New York City. 

Skin Grafting Procedures in Injuries of the Hand, Dr. Joseph 
L. Posch, Detroit. 

Reconstruction of the Penis, Drs. Jerome Gelb, Maxwell 
Malament, and Stephen R. Loverme, Newark, N. J. 


Exhibits are planned, and entertainment includes 
the society dinner Oct. 13, 7 p. m., and the presi- 
dent’s banquet, Oct. 16, 6 p. m., at which Mr. 
Ralph G. Newman will talk on Abraham Lincoln 
and Dr. Wallace H. Steffensen, president of the 
society, will speak. For information write Dr. Ken- 
neth L. Pickrell, Duke Hospital, Durham, N. C. 
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Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Aug. 30, 1958 


Aug. 3], 
Paralytic Total 1957 
Area Type Cases Total 

New England States 

New Hampshire eee oe ee 1 

4 

ee 

Connecticut oe 2 6 
Middle Atlantie States 

4 13 19 

10 23 8 

ee 3 4 4 
East North Central States 

8 22 16 

5 15 31 

25 68 47 

ee 6 20 
West North Central States 


2 2 1 


Nebraska 
Kansas 
South Atlantic States 


1 
District of Columbia .. 6 
5 3 
eer 1 2 6 
Georgia 2 3 2 
Florida 4 5 1 
East South Central States 
1 1 7 
1 1 1 
West South Central States 
Arkansas oe 
Louisiana 4 5 12 
tn 17 28 16 
Mountain States 
ee 2 
ae 
Colorado .... 1 
New Mexico .. ee 1 
Asteeme 1 3 1 
1 
Pacifie States 
Washington 
California ........ oVecevcccesneeve 3 4 20 
Territories and Possessions 
1 1 


1 1 3 
TTT oe oe 1 
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CANADA 
Seminar on Blood Banking in Montreal.—A two-day 
Seminar in Blood Banking and Immunohematology 
will be held at The Royal Victoria Hospital, Mont- 
real, Quebec, Oct. 16-17. The seminar is designed 
to demonstrate the newest techniques. The program 
will be the same on both days. There is no registra- 
tion fee. Medical personnel interested in attending 
should communicate with the Post-Graduate Board, 
Montreal, Royal Victoria Hospital, soon, indicating 
their choice of dates. 
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MEDICAL SPECIALTY BOARDS 


AMERICAN BoarD OF ANESTHESIOLOGY: Oral Examination. 
San Francisco, Sept. 29-Oct. 3, and Phoenix, April 5-10, 
1959. The 1959 written examination will be given in 
various locations in the United States and Canada, July 17. 
The final date for filing application for the 1959 written 
examination is six months prior to the examination. There 
is no filing deadline for oral examinations. Sec., Dr. Curtiss 
B. Hickcox, 217 Farmington Ave., Hartford 8, Conn. 


AMERICAN Boarp oF DERMATOLOGY: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for filing 
all applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 


AMERICAN BOARD OF INTERNAL MEDICINE: Written. Oct. 20, 
1958. Oral. Chicago, Oct. 13-16. 1959 Schedule—Written, 
Oct. 19. Final date for filing application is May 1. Oral. 
For candidates in the South and Southwest, New Orleans, 
Feb. 3-6. Final date for filing application is Jan. 1. Oral. 
For candidates in the Midwest. Chicago, April 15-18. 
Final date for filing application is Jan. 1. Oral. For candi- 
dates on the West Coast. Final date for filing application 
is March 1. Oral. For candidates on the East Coast, Nov. 
6-7, 9-10. Final date for filing application is March 1. 
Examination in the Subspecialties. Gastroenterology. 
Philadelphia, April 17-18. Final date for filing application 
is Feb. 1. Sec.-Treas., Dr. William A. Werrell, One West 
Main St., Madison 3, Wis. 


AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 


AMERICAN BoarD OF OssTETRICS AND GYNECOLOGY: Appli- 
cations for certification, new and reopened, Part I, and 
requests for re-examination Part II, are now being ac- 
cepted. All candidates are urged to make such application 
at the earliest possible date. Deadline date for receipt of 
application is September 1, 1958. No application can be 
accepted after that date. It should be noted by prospec- 
tive candidates that the deadline date in 1959 is August 1. 
Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, 
Cleveland 6. 


AMERICAN BoarpD OF OPHTHALMOLOGY: Written, qualifying 
test (Part I), January 1959. Final date for filing applica- 
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tion was July 1, 1958. Oral Examinations 1958 (Part I1): 
Chicago, Oct. 6-10. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland, Maine. 


AMERICAN Boarp OF OrTHOPAEDIC SuRGERY: Part II. Chi- 
cago, Jan. 21-23, 1959. Deadline for receipt of applications 
was Aug. 15. Sec., Dr. Sam W. Banks, 116 South Michigan 
Avenue, Chicago 3. 


AMERICAN BoarD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 
6-10. Final date for filing application was April 30. Sec., 
Dr. Dean M. Lierle, University Hospitals, lowa City. 


AMERICAN Boarp OF PatHoLocy: Chicago, Oct. 30-Nov. 1. 
Final date for filing application is Sept. 30. Sec., Dr. Ed- 
ward B. Smith, Indiana University Medical Center, 1100 
W. Michigan St., Indianapolis 7. 


AMERICAN Boarp oF Pepiatrics: Oral. Chicago, Oct. 24-26 
and New York, Dec. 5-7. Sec., Dr. John McK. Mitchell, 
6 Cushman Road, Rosemont, Pa. 


AMERICAN Boarp oF Piastic SurcerRY: Oral and Written. 
Chicago, Oct. 9-11. Final date for receipt of case re- 
ports was July 1. Corresponding Secretary, Mrs. Estelle E. 
Hillerich, 4647 Pershing Ave., St. Louis 8. 


AMERICAN BoarD OF PREVENTIVE MEDICINE: Examination in 
Public Health. St. Louis, Oct. 24-26. Final date for filing 
application was Aug. 15. Sec., Dr. Thomas F. Whayne, 
3438 Walnut St., Philadelphia 4. 


AMERICAN Boarp OF PsYCHIATRY AND NeEuROLOGY: New 
York City, Dec. 15-16; New Orleans, Mar. 16-17. Training 
credit for full time psychiatric and/or neurologic assign- 
ment in unapproved military programs or services between 
the dates of Jan. 1, 1950 and Jan. 1, 1954 will be termi- 
nated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S. W., Rochester, Minn. 


AMERICAN Boarp oF RapioLocy: Regular Examination. 
Washington, D. C., Dec. 8-11. Final date for filing appli- 
cation was July 1. Special examination in Nuclear Medicine 
for those diplomates in Radiology or Therapeutic Radiol- 
ogy. Washington, D. C., Dec. 6. Final date for filing 
application is Oct. 1. Special Examination. Cincinnati, 
Mar. 16-19, 1959. Final date for filing application is Nov. 
1. Candidates completing training June 30, 1959 are not 
eligible for the Spring 1959 examinations. Sec., Dr. H. 
Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 


AMERICAN Boarp OF SuRGERY: Written examinations ( Part 
I) will be held at various centers in the United States, 
Canada, Hawaii, Puerto Rico, and certain military centers 
abroad on December 3. The date of the Fall examination 
in Part I has been changed from the last Wednesday of 
October as announced in its current Booklet of Informa- 
tion to December 3, 1958. Thereafter, examinations in 
Part I will be held once annually, on the first Wednesday 
of December. The closing date for filing applications will 
be August 1. Part II. Rochester, Minn., Oct. 20-21; Nash- 
ville, Tenn., Nov. 17-18; New York City, Dec. 15-16; 
Houston, Tex., Jan. 12-13; New Haven, Conn., Feb. 9-10; 
Durham, No. Car., March 9-10; San Francisco, April 
13-14; Indianapolis, May 11-12; Columbus, Ohio, May 
14-15. Sec., Dr. John B. Flick, 1617 Pennsylvania Blvd., 
Philadelphia 3. 

Boarp oF THORACIC SuRGERY: Various centers throughout 
the United States. Written. Spring of 1959. Final date for 
filing application is December 1. Sec., Dr. Wm. M. Tuttle, 
1151 Taylor Avenue, Detroit 2. 


AMERICAN Boarp or Uro.ocy: Written Examination. Twen- 
ty-five cities throughout the country, Dec. 5. The oral 
will be given in Chicago in February 1959. Sec., Dr. 
William Niles Wishard, Jr., 30 Westwood Road, 

Minneapolis 26. 
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GOVERNMENT SERVICES 


AIR FORCE 


Medical Symposium in Japan.—The Eighth Medical 
Symposium to be held at Yamato Air Station in 
Japan, Oct. 5-8, is expected to be attended by 250 
civilian and military physicians from the United 
States and several foreign countries. The hosts will 
be the Fifth Air Force and the U. S. Air Force Hos- 
pital at Tachikawa. A group from the Air Force 
Missile Test Center at Patrick Air Force Base, Fla., 
will present lectures dealing with current develop- 
ment in missile and space vehicle technology. The 
Wright Air Development Laboratory will present 
papers on human factors in space flight. The Aero 
Medical Laboratory will demonstrate some of the 
latest equipment. Two national consultants to the 
Air Force will be among the speakers. Invitations 
to the symposium have been sent to civilian and 
military personnel in Nationalist China, Cambodia, 
Korea, Vietnam, Thailand, the Philippines, Burma, 
Pakistan, Singapore, India, the United Kingdom, 
Australia, Japan, and Hong Kong. Major Gen. 
O. K. Niess, PACAF command surgeon, in an- 
nouncing plans for the symposium stated that one 
of the chief objectives was to promote cooperation 
among scientists concerned with aeronautical and 
medical development and to stimulate medical re- 
search among physicians of the United States Air 
Force and the Asian nations. 


VETERANS ADMINISTRATION 


Personal.—Dr. Turner Camp, chief medical officer 
of the Veterans Administration outpatient clinic in 
Los Angeles, has been named director of clinics in 
the VA Department of Medicine and Surgery in 
Washington, D.C., succeeding Dr. Arthur J. Klip- 
pen. Dr. Klippen was appointed director of hos- 
pitals in the department in Washington, to fill a 
position that has been vacant for some time. 


PUBLIC HEALTH SERVICE 


New Program Called COSTEP.—Assignments under 
the Commissioned Officer Student Training and Ex- 
tern Program, which is known as COSTEP, are 
open each year to medical, dental, engineering, 
science, nursing, and veterinary students who com- 
plete their second or third year of professional 
education on or before July 1 and who are inter- 
ested in becoming Reserve Officers in the Public 
Health Service's Commissioned Corps. Students 
selected are offered commissions in grades equiva- 
lent to those held by officers in the armed forces, 
and they are placed on active duty not to exceed 
120 days. Opportunities for either medical or dental 
internships or active duty on graduation are also 
available to qualified students. 
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One hundred thirty-five students from 120 ap- 
proved four-year professional schools have spent 
the present summer, in U. S. Public Health Service 
facilities under the PHS year-round training pro- 
gram. While the largest number of students under 
COSTEP are employed by the PHS during the 
summer months, the program is open the year- 
round so that students attending schools operating 
on the quarter system can apply throughout the 
year. Its purpose is fourfold: (1) to stimulate the 
interest of promising students in careers in the 
Public Health Service, principal health agency of 
the federal government; (2) to enable students to 
further their professional knowledge while gainfully 
employed; (3) to give students an opportunity to 
increase their understanding in the functions of 
government and independent public health agen- 
cies; and (4) to provide the PHS with competent 
help during the vacation months. 

The assignments under COSTEP, in general, are 
(1) laboratory assignments in medical research pro- 
grams at the National Institutes of Health, Bethesda, 
Md., and the Communicable Disease Center, At- 
lanta, Ga., (2) clinical clerkships at Public Health 
Service hospitals and other medical facilities in the 
United States and Alaska (usually open to students 
with three years of professional education), and 
(3) field assignments in public health activities in 
a number of places throughout the United States. 


MISCELLANEOUS 


Applications for National Science Foundation Fel- 
lowships Due October 15.—The deadline for appli- 
cations for National Science Foundation Senior 
Postdoctoral and Science Faculty Fellowships is 
Oct. 15, 1958. Announcement of awards will be 
made on Dec. 5, 1958, by the foundation. Awards 
will be made in medical and biological sciences 
including anthropology and psychology (excluding 
clinical ); the mathematical, physical, and engineer- 
ing sciences; and in selected social science fields. 
Included as well are interdisciplinary fields which 
overlap two or more scientific disciplines. 
Candidates for Senior Postdoctoral Fellowships 
must be United States citizens who have held the 
doctoral degree for a minimum of five years or 
have equivalent education and experience. The Sci- 
ence Faculty Fellowships are directed toward col- 
lege teachers of science who wish to improve their 
competence as teachers. These fellowships are open 
to application by any United States citizen who 
holds a baccalaureate degree or its equivalent, has 
demonstrated ability and special aptitude for sci- 
ence teaching and advanced training, and has 
taught at the collegiate level for a minimum of 
three years and intends to continue teaching. Ap- 
plication materials may be obtained from the Divi- 
sion of Scientific Personnel and Education, National 
Science Foundation, Washington 25, D. C. 
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Abbissinio, Joseph J. ® Chicago; Regia Universita 
degli Studi di Roma, Facolta di Medicina e Chir- 
urgia, Italy, 1937; on the staff of St. Francis Hos- 
pital in Blue Island, where he died Aug. 8, aged 48, 
of coronary thrombosis. 


Adler, Ludwig ® New York City; Medizinische 
Fakultat der Universitat, Vienna, Austria, 1901; 
associated with the Beth Israel and St. Clare’s hos- 
pitals; died in New Milford, Conn., Aug. 8, aged 82. 


Affhauser, Robert Maurice ® Chicago; Loyola Uni- 
versity School of Medicine, Chicago, 1922; veteran 
of World War II; member of the city board of 
health; on the staff of the Englewood Hospital; 
died Aug. 11, aged 62, of coronary occlusion and 
arteriosclerosis. 


Alexander, Robert Mackey, Reading, Pa.; Jefferson 
Medical College of Philadelphia, 1910; an associate 
member of the American Medical Association; past- 
president of the Berks County Medical Society; 
specialist certified by the American Board of In- 
ternal Medicine; veteran of World War I; visiting 
physician at the Berks County Tuberculosis Sana- 
torium; consultant in medicine at the Reading 
Hospital, where he died Aug. 4, aged 74, of cancer 
of the ampulla of vater. 


Baker, Waldo Zimmerly, Youngstown, Ohio; Ohio 
State University College of Homeopathic Medicine, 
Columbus, 1918; member of the Ohio State Medical 
Association; county jail physician; associated with 
Youngstown and St. Elizabeth’s hospitals; died in 
St. Mary’s Hospital, Rochester, Minn., Aug. 5, aged 
67, of cancer of the lung. 


Bliss, Howard Clifford, Vestaburg, Pa.; University 
of Pittsburgh School of Medicine, 1909; past-presi- 
dent of the Rotary Club of Fredericktown; on the 
courtesy staff of the Brownsville (Pa.) Hospital; 
died in Uniontown, Pa., July 28, aged 75, of cere- 
bral thrombosis and cerebral arteriosclerosis. 


Brager, Louis R., Forest Hills, N. Y.; Long Island 
College Hospital, Brooklyn, 1912; died in the Park 
East Hospital, New York City, Aug. 3, aged 72, of 
myocardial infarction. 


Brennan, Alfred Theodore Vincent Jr., Tenafly, 
N. J.; Columbia University College of Physicians 
and Surgeons, New York City, 1930; consultant in 
the department of dermatology at the Holy Name 
Hospital in Teaneck and for many years associated 
with the Englewood (N. J.) Hospital, where he 
died July 31, aged 53, of carcinoma of the tongue. 


@) Indicates Member of the American Medical Association. 
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Brown, Andrew Dobbie ® Central City, Neb.; 
University of Nebraska College of Medicine, 
Omaha, 1912; died July 30, aged 72. 


Brown, Rolla Oscar ® Kailua, Hawaii; born in 
Pittsburgh May 7, 1895; University of Pennsylvania 
School of Medicine, Philadelphia, 1920; specialist 
certified by the American Board of Urology; mem- 
ber of the American Urological Association; fellow 
of the American College of Surgeons; fellow in sur- 
gery at the Mayo Foundation in Rochester, Minn., 
from 1922 to 1924; served as a consultant in urology 
to the Leahi Home and a member of the urologic 
service of Queen’s Hospital in Honolulu, formerly 
chairman of the Hawaiian Territorial Medical 
Examiners and secretary of the Hawaii Territorial 
Medical Association; died at the Good Samaritan 
Hospital in Los Angeles July 24, aged 63, of cancer 
of the lung. 


Cervone, Louisa Santoro, Youngstown, Ohio; Uni- 
versity of Wooster Medical Department, Cleve- 
land, 1900; died in the Woodside Receiving Hos- 
pital July 31, aged 80, of arteriosclerosis. 


Christensen, Walter ® North Hollywood, Calif.; 
Minneapolis College of Physicians and Surgeons, 
medical department of Hamline University, 1904; 
died July 21, aged 79, of cerebral thrombosis. 


Conrad, Robert Waite ® St. Joseph, Mo.; George 
Washington University School of Medicine, Wash- 
ington, 1943; certified by the National Board of 
Medical Examiners; veteran of World War II and 
was decorated for bravery; on the staff of the 
Missouri Methodist Hospital; died in St. Joseph's 
Hospital July 27, aged 40, of acute hemorrhagic 
pancreatitis. 

Cook, Elbert Clancy, Bradenton, Fla.; Kentucky 
School of Medicine, Louisville, 1906; member of 
the Florida Medical Association; died June 5, aged 
80, of a heart attack. 


Corbin, Robert Adwood, Hammond, La.; Tulane 
University School of Medicine, New Orleans, 1914; 
specialist certified by the American Board of Oto- 
laryngology; veteran of World War I; formerly on 
the staff of the Touro Infirmary in New Orleans; 
died in Fort Walton Beach, Fla., July 21, aged 66. 


Critchfield, Otis D., West Unity, Ohio; the Hahne- 
mann Medical College and Hospital, Chicago, 1910; 
veteran of World War I; died in Stryker May 25, 
aged 75. 
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Curry, Dalferes Pennington ® Columbia, S. C.; 
Kentucky University Medical Department, Louis- 
ville, 1903; member of the Medical Association of 
the Isthmian Canal Zone, of which he was formerly 
vice-president; served as assistant chief health 
officer of the Panama Canal Zone; died in the Co- 
lumbia Hospital July 23, aged 79, of broncho- 


pneumonia and coronary thrombosis. 


Danforth, James Chester ® Grosse Pointe Woods, 
Mich.; University of Michigan Homeopathic Med- 
ical School, Ann Arbor, 1915; on the staffs of the 
Holy Cross, Grace, and Evangelical Deaconess 
hospitals in Detroit; died in the Cottage Hospital 
July 31, aged 70, of cerebral thrombosis. 


Dickinson, Almer Edwin, Los Gatos, Calif.; the 
Hahnemann Medical College and Hospital, Chi- 
cago, 1897; died May 20, aged 85. 


Dodd, John Edward ® Framingham, Mass.; Tufts 
College Medical School, Boston, 1910; fellow of 
the American College of Surgeons; a member of 
the board of health for many years; on the staff 
of the Framingham Union Hospital; died July 25, 
aged 71, of pulmonary embolism. 


Fessman, John William % Runnemede, N. J.; 
Hahnemann Medical College and Hospital of 
Philadelphia, 1928; veteran of World War II; a 
director of the Runnemede branch of the Camden 
Trust Company; chairman of the board of the 
Camden County Hospital for Chest Diseases, Lake- 
land; associated with the West Jersey Hospital in 
Camden, where he died July 28, aged 54, of acute 
coronary occlusion. 


Fett, Bennie John @ Port Arthur, Texas; Univer- 
sity of Tennessee College of Medicine, Memphis, 
1932; member and past-president of the staff of St. 
Mary’s Hospital, where he died July 31, aged 50, 
of acute monocytic leukemia. 


Fillmore, Hartson Dustin, Wichita Falls, Texas; 
University of Tennessee Medical Department, 
Nashville, 1901; veteran of World War I and the 
Spanish-American War; died July 30, aged 84, of 
carcinoma of the lung. 


Fisch, Benjamin ® Brooklyn; Deutsche Universitit 
Medizinische Fakultit, Prague, Czechoslovakia, 
1924; died in the Maimonides Hospital July 20, 
aged 61, of a cerebral vascular accident and arterio- 
sclerosis. 


Flower, Morris Aaron & Newark, N. J.; Medico- 
Chirurgical College of Philadelphia, 1911; member 
of the American Academy of General Practice; on 
the courtesy staff of Beth Israel Hospital, where 
he died Aug. 1, aged 71, of cerebral hemorrhage 
and arteriosclerosis. 
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Forkin, William Patrick, Chilton, Wis.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1903; at one 
time on the staff of the Jacksonville (Ill.) State 
Hospital; died in the Alexian Brothers Home in 
Oshkosh July 28, aged 82, of bronchopneumonia 
chronic purulent bronchitis, and bronchiectasis. 


Gibbens, Howard Clinton, Salem, N. J.; Medico- 
Chirurgical College of Philadelphia, 1903; for many 
years medical missionary in Burma; died in the 
Salem County Memorial Hospital July 20, aged 86. 


Glassberg, Irving Jeffery ® Minneapolis; University 
of Minnesota Medical School, Minneapolis, 1935; 
specialist certified by the American Board of Urol- 
ogy; member of the American Urological Associa- 
tion; fellow of the American College of Surgeons; 
at one time on the faculty of Louisiana State Uni- 
versity School of Medicine in New Orleans, where 
he was on staff of the Touro Infirmary; on the 
faculty of his alma mater; veteran of World War II; 
died in Mount Sinai Hospital July 28, aged 51. 


Gordon, Edward Johnston, Newburgh, N. Y.; Belle- 
vue Hospital Medical College, New York City, 
1898; veteran of World War I; served as rating 
specialist at the Veterans Administration Hospital 
in Lyons, N. J., and Newark, N. J.; died July 25, 
aged 83, of arteriosclerotic heart disease and pul- 
monary emphysema. 


Graham, William Alex, Powell, Wyo.; Keokuk (la. ) 
Medical College, 1898; died in the War Memorial 
Hospital June 26, aged 87, of arteriosclerosis. 


Halabi, Nour Eddine ® Bellefonte, Del.; American 
University of Beirut School of Medicine, Lebanon, 
1947; interned at the Alexandria Hospital in Alex- 
andria, Va., where he served a residency; formerly 
a resident at the Delaware Hospital in Wilmington, 
Wilmington (Del.) General Hospital, and the Tem- 
ple University Hospital in Philadelphia; for two 
vears served in the U. S. Army Reserve; died July 
24, aged 35. 


Haley, Marcus Delafayette % Stearns, Ky.; Vander- 
bilt University School of Medicine, Nashville, 
Tenn., 1926; on the staff of the Somerset City (Ky.) 
Hospital; died in St. Joseph’s Hospital, Lexington, 
July 25, aged 63, of cancer of the lung. 


Hall, Huger Tudor ® Aiken, S. C.; Medical Col- 
lege of South Carolina, Charleston, 1934; vice-chief 
of staff, Aiken County Hospital, where he died 
July 25, aged 50, of bronchogenic cancer. 


Hayward, Eugene Henderson, Baltimore; Baltimore 
Medical College, 1901; fellow of the American 
College of Surgeons; an associate member of the 
American Medical Association; past-president of 
the Baltimore City Medical Society; veteran of 
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World War I; associated with Mercy, University, 
Church Home, Bon Secours, St. Agnes, Maryland 
General, Provident, and Union Memorial hospitals, 
and St. Joseph’s Hospital, where he died Aug. 5, 
aged 80, of congestive heart disease and aneurysm 
of the abdominal aorta. 


Heath, Louanna, Maplewood, N. J.; Woman's 
Medical College of Pennsylvania, Philadelphia, 
1903; died in Vineyard Haven, Mass., Aug. 5, aged 
78, of acute myocardial infarct. 


Hicks, Harvard Raymond, Doylestown, Pa.; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1923; veteran of World War II; served as 
medical director of the Neshaminy Manor Home; 
affiliated with Presbyterian Hospital in Philadel- 
phia, Abington (Pa.) Memorial Hospital, and the 
Doylestown Hospital, where he died July 29, aged 
61, of coronary sclerosis and peripheral vascular 
disease. 


Holton, Thomas Jefferson, Charlotte, N. C.; Atlanta 
School of Medicine, 1909; died in Columbia, S. C., 
July 26, aged 77. 


House, Lewis Clinton, E] Centro, Calif.; Univer- 
sity of Colorado School of Medicine, Denver, 1914; 
served as president of the Imperial County Medical 
Society; for many years county health officer; fel- 
low of the American College of Surgeons; on the 
staff of the Imperial County Hospital; a director 
of the El Centro Branch, Bank of America; died 
July 29, aged 75, of terminal pneumonia and 
uremia. 


Hyder, Herman Pettibone ® Bentonville, Ohio; 
University of Arkansas School of Medicine, Little 
Rock, 1917; died July 23, aged 73. 


Joyce, Reid Petree ® Xenia, Ohio; University of 
Pennsylvania School of Medicine, Philadelphia, 
1932; specialist certified by the American Board of 
Surgery; fellow of the American College of Sur- 
geons; associated with the Greene Memorial Hos- 
pital, where he died July 16, aged 50, of coronary 
thrombosis. 


Killoran, Vincent Ambrose ® Fort Lauderdale, Fla.; 
University of Toronto Faculty of Medicine, To- 
ronto, Ontario, Canada, 1927; died in Hawaii July 
26, aged 58. 


Kline, Ralph Glenn ® Hoopeston, Ill.; University 
of Illinois College of Medicine, Chicago, 1916; 
served on the faculty of his alma mater; a surgeon 
for the Chicago and Eastern Illinois Railroad; died 
in the Lakeview Hospital, Danville, July 28, 
aged 70. 


Long, Samuel Clark, Philadelphia; Medico-Chirurg- 
ical College of Philadelphia, 1912; an associate 
member of the American Medical Association; for 
many years medical director of the Atlantic Re- 
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fining Company; on the staffs of the St. Agnes and 
Methodist hospitals; died Aug. 3, aged 73, of cere- 
bral thrombosis and arteriosclerosis. 


Lusk, Hamilton Neal ® Temple, Texas; Baylor 
University College of Medicine, Dallas, 1905; 
served as mayor; died in the Scott and White Hos- 
pital July 30, aged 81, of leukemia. 


Mathis, William Harris, North Augusta, S. C.; Uni- 
versity of Georgia Medical Department, Augusta, 
1917; veteran of World War I; died in Augusta, 
Ga., July 28, aged 68. 


McCord, Arthur Nelson ® Streator, Ill.; Chicago 
College of Medicine and Surgery, 1908; also a 
pharmacist; veteran of the Spanish-American and 
World War I; on the staff of St. Mary’s Hospital; 
died July 24, aged 88, of rheumatoid arthritis. 


Mellin, L. Robert ® Chicago; Bennett Medical 
College, Chicago, 1914; served as a member of the 
board of education; veteran of World War I; asso- 
ciated with Alexian and Columbus Memorial hos- 
pitals; died in the Albert Merritt Billings Hospital 
Aug. 6, aged 65, of bronchogenic carcinoma. 


Moore, M. Elizabeth, Danbury, N. C.; Woman's 
Medical College of Pennsylvania, Philadelphia, 
1928; county health officer; past-president of the 
staff of the Stokes-Reynolds Memorial Hospital, 
where she died July 27, aged 57, of cancer of the 
right ovary with metastases. 


Morris, James Benjamin ® New Bedford, Mass.; 
College of Physicians and Surgeons, Boston, 1919; 
veteran of World War I; physician for the board 
of public welfare; died July 26, aged 63. 


Morris, J. F., Harlingen, Texas (licensed in Ar- 
kansas in 1903); died July 8, aged 92, of cancer 
of the mouth. 


Munch, Clarence J., Culbertson, Mont.; Jenner 
Medical College, Chicago, 1915; died July 18, aged 
67, of myocardial infarction. 


Nickel, Allen Arthur Clarence ® Bluffton, Ind.; 
Rush Medical College, Chicago, 1924; also an or- 
dained minister; specialist certified by the Amer- 
ican Board of Internal Medicine; member of the 
American College of Chest Physicians and the 
American Society of Clinical Pathology; fellow of 
the American College of Physicians; for two years 
president of the Wells County Medical Society; a 
partner in the Caylor Nickel Clinic; chief of the 
department of internal medicine, Clinic Hospital, 
where he died July 31, aged 63, of pulmonary 
embolism. 


O'Connor, Ralph Edward, Buffalo; University of 
Buffalo School of Medicine, 1935; member of the 
Medical Society of the State of New York; asso- 
ciated with the Lafayette General Hospital and 
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Emergency Hospital (of the Sisters of Charity) 
died in the Buffalo General Hospital July 25, 
aged 59. 


O’Keefe, Edward F., Howard, R. I.; Georgetown 
University School of Medicine, Washington, D. C., 
1937; senior physician at the State Infirmary; died 
July 28, aged 47, of a cerebrovascular accident and 
cirrhosis of the liver. 


Potts, Frank Tuthill ® Lacon, Ill.; Rush Medical 
College, Chicago, 1904; died in the Decatur and 
Macon County Hospital in Decatur, July 29, 
aged 82. 


Purviance, Walter © Pampa, Texas; Keokuk (Ia.) 
Medical College, College of Physicians and Sur- 
geons, 1902; also a druggist; veteran of World 
War I; served as mayor; died in Evergreen, Colo., 
July 24, aged 78. 


Rogers, Asa Holt, Philadelphia; Jefferson Medical 
College of Philadelphia, 1893; died July 30, aged 
87, of arteriosclerosis. 


Rutledge, Ralph Leyda Sr., ® Alliance, Ohio; Uni- 
versity of Pittsburgh School of Medicine, 1916; 
member of the American Fracture Association and 
the American Academy of General Practice; past- 
president of the Ohio State Medical Association 
and the Stark County Medical Society; veteran of 
World War I; on the staff of the Alliance City 
Hospital; died in the Woman's Christian Associa- 
tion Hospital in Jamestown, N. Y., July 23, aged 
65, of acute myocardial infarction. 


A 


Saferstein, T. Harry ® St. Joseph, Mo.; University 
of Kansas School of Medicine, Kansas City, Kan., 
1930; veteran of World War II; associated with 
Missouri Methodist and St. Joseph’s hospitals; died 
July 28, aged 52, of coronary occlusion. 


Shane, Robert Shoemaker “ Pilot Mound, lowa; 
State University of Iowa College of Medicine, 
Iowa City, 1912; served during World War I; vet- 
eran of World War II and served as state selective 
service medical director; died in Boone County 
Hospital in Boone July 30, aged 72, of infection 
and massive liver abscess. 


Shanley, Emmet Baxter ® New Philadelphia, Ohio; 
Starling Medical College, Columbus, 1898; served 
as president of the Tuscarawas County Medical 
Society and the Seventh Councilor District Med- 
ical Society; for many years registrar of vital sta- 
tistics in New Philadelphia; died July 21, aged 83. 


Sheddan, William Joplin ® Osceola, Ark.; Univer- 
sity of Tennessee College of Medicine, Memphis, 
1915; veteran of World War I; member of the city 
council; chief of staff at Osceola Memorial Hos- 
pital; died in West Memphis July 24, aged 65, of 
injuries received in an automobile accident. 


DEATHS 


429 


Shields, Robert Mansen Jr., Staten Island, N. Y.; 
University of Vermont College of Medicine, Bur- 
lington, 1921; member of the Medical Society of 
the State of New York; veteran of World War I; 
president of the Rotary Club of Staten Island; life 
consultant at Sea View Hospital; associated with 
Staten Island Hospital, where he died July 29, 
aged 62, of a heart attack. 


Sochacki, Alexander S. ® Camden, N. J.; University 
of Pennsylvania School of Medicine, Philadelphia, 
1928; member of the American College of Aller- 
gists; assistant in medicine at Jefferson Medical 
College of Philadelphia; on the staff of the Cooper 
Hospital; died July 26, aged 55, of acute coronary 
occlusion. 


Thomasson, William Edward, Carrollton, Ga.; At- 
lanta College of Physicians and Surgeons, 1911; 
member of the Medical Association of Georgia; 
died in Atlanta June 30, aged 71. 


Traywick, Asa Paul ® Cameron, S. C.; College of 
Physicians and Surgeons, Baltimore, 1902; died 
July 26, aged 79. 


Van Iderstine, Reginald, Daphne, Ala.; College of 
Medicine and Surgery (Physio-Medical) Chicago, 
1906; died July 26, aged 86, of bronchitis and heart 
disease. 


Waddington, Algernon Henry, Rockford, Ill.; Chi- 
cago College of Medicine and Surgery, 1912; vet- 
eran of World War I; died in the Rockford Me- 
morial Hospital July 29, aged 76, of hepatoma of 
the liver with ruptured esophageal varices. 


Walliker, Wilbur Myron ® Clinton, Iowa; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1902; past- 
president of Clinton County Medical Society; life- 
time staff member of the Mercy Hospital and the 
Jane Lamb Memorial Hospital, where he was past- 
president of the staff; died July 24, aged 80, of 
coronary thrombosis. 


Williams, Frank Spalding ® Villisca, lowa; Rush 
Medical College, Chicago, 1901; for many years 
member of the board of education of Villisca; a 
director of the Villisca Building and Loan Associa- 
tion; died July 26, aged 86. 


Witherington, Albert Sidney, Munford, Tenn.; 
Memphis (Tenn.) Hospital Medical College, 1904; 
died in the Methodist Hospital, Memphis, July 20, 
aged 74. 


Wyman, Harry Hastings, Aiken, S. Ca Medical 
College of South Carolina, Charleston, 1897; past- 
president of the state board of medical examiners; 
served on the staff of the Aiken County Hospital; 
died in Rock Hill July 30, aged 83, of myocardial 
infarction and arteriosclerotic coronary thrombosis. 


BRAZIL 


Polyps and Malignancy.—Dr. Silvio Levy (Revista 
do Hospital Matarazzo, Sdo Paulo) studied the rela- 
tionship beween benign polyp of the colon and 
carcinoma. As evidences of such a relationship he 
cited the facts that both polyps and carcinomas 
are located in the various segments of the colon 
in almost equal percentage, the parallelism between 
the incidence of carcinomas and polyps of the colon 
in adults at different ages, the frequency with which 
the polyps are associated with rectocolic carcinoma, 
the transformation of nontreated polyps into car- 
cinoma, the presence of adenomatous cells in many 
rectocolic carcinomas even in a late stage, and the 
high incidence of malignant degeneration in mul- 
tiple polyposis. Patients with adenomas of the colon 
are believed to be more likely to develop a carci- 
noma of the colon than those who are free from 
adenomas. There is still some difference of opinion 
as to the criteria to be adopted by the pathologists 
concerning the diagnosis of malignancy in ade- 
nomas. Many of them do not recognize the exist- 
ence of malignancy unless invasion of the tissue 
by the neoplastic epithelial elements is present, 
thus rejecting the concept of the confinement of 
malignant cells (carcinoma in situ). 

The author reported a series of 67 patients with 
polyps of the colon. The incidence of carcinoma 
was 27%. One of the most important aspects of 
this series was the presence of malignant polyps 
in the first decade of life (25% of the cases). The 
incidence of polyps in 6,000 patients was 1.5%, 
which agrees with the figures of other Brazilian 
observers. The author recommends (1) sigmoidos- 
copy in every patient examined for the first time, 
regardless of age, (2) annual sigmoidoscopy in 
every patient over 40, (3) annual sigmoidoscopy 
and barium enema in all patients with a familial 
history of malignancy of the colon or with a pre- 
vious polyp, even if it has been excised, and re- 
gardless of the patient's age, and (4) sigmoidos- 
copy and barium enema in all patients with rectal 
symptoms. This procedure should be repeated after 
six months if the first examination is negative. 


Tuberculosis and Chickenpox.—The influence of 
chickenpox on 34 tuberculous children was studied 
by Dr. Paulo Vilhena de Morais (Revista do Hos- 
pital das clinicas, Sdo Paulo, vol. 13, June, 1958) 
who concluded that (1) chickenpox rarely produces 
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nonspecific alterations in the roentgenogram of the 
lungs or aggravates tuberculous foci in patients 
receiving specific treatment, (2) the regression of 
tuberculous lesions is not affected by chickenpox, 
(3) alterations of tuberculous sensitivity as a re- 
sult of chickenpox are slight, and (4) chickenpox 
does not cause marked changes of the immunobio- 
logical state of tuberculous patients under specific 
treatment. 


Neurofibromatosis.—Four patients with neurofibro- 
matosis were studied by Franca and De Almeida, 
( Arquivos de neuro-psiquiatria, vol. 16, June, 1958 ). 
All of them had bilateral pontocerebellar tumors, 
an important diagnostic finding and the only mani- 
festation of the disease in one patient who had 
the pure central form of the disease. In the others, 
with mixed types, besides various central lesions 
(neurofibromas, meningiomas) there were mild 
peripheral lesions. Intravertebral tumors originat- 
ing from radicular sheaths were the cause of the 
initial symptoms in three patients. In the two in 
whom the cerebral cortex was studied, groups of 
atypical glial cells characteristic of the central type 
of neurofibromatosis were found. Two relatively 
rare lesions were found in the second patient (cor- 
tical angioma and hypertrophic interstitial neuritis 
of the brachial plexus). In patients with peripheral 
or intravertebral neurofibromatosis, as well as in 
their relatives, central lesions must be sought, espe- 
cially tumors of the acoustic nerve. The diagnostic 
procedure of choice in such patients is ventriculog- 
raphy with iodized oil. 


CANADA 


Toxoplasmosis.—Harper and co-workers (Canad. 
M. A. J. 79:25, 1958) made a survey of the Toronto 
area to determine the incidence of positive skin 
reactions to toxoplasmin and the incidence of com- 
plement-fixing antibodies in the population. They 
found that the incidence of positive skin tests in- 
creased with age in the normal population, from 
10% in the youngest group to 40% at ages over 35. 
None of the clinically normal persons with a posi- 
tive skin or complement fixation test had any history 
or other evidence of toxoplasmosis. It would seem 
that inapparent and unrecognized toxoplasmosis is 
widespread in the Toronto area. A higher incidence 
of positive tests was present in medical students 
and laboratory workers than in the general popu- 
lation. 
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Shellfish Poisoning.—Two epidemics of paralytic 
shellfish poisoning were reported in Canada in 
1957, one in New Brunswick and one in British 
Columbia. Bond and Medcof (Canad. M. A. J. 
79:19. 1958) described the New Brunswick epi- 
demic in which 33 people were poisoned, though 
none died. The offenders were soft-shell clams and 
bar clams from the shore of the Bay of Fundy, 
whose toxicity is regularly assayed by the Depart- 
ment of Fisheries. When the toxicity rises above an 
arbitrary limit of 400 units, warning notices are 
posted and the consumption of the clams is con- 
sidered dangerous. In spite of this, various persons 
gathered clams in full view of the notices and 
suffered the consequences. There was widespread 
variation in tolerance to doses of the toxin, symp- 
toms including loosening of the teeth, respiratory 
difficulty, and numbness of the face, lips, tongue, 
and fingers. The speed of onset of symptoms in 
experiments suggested that the toxin might be 
absorbed through the oral mucosa. 


The Surgeon's Fee.—A difficult problem arises when 
a visiting surgeon from the city operates on a pa- 
tient in an outlying area, returns immediately to 
the city, and leaves the postoperative care in the 
hands of the local practitioner. What is the situation 
as regards the surgeon’s fee, particularly when 
payment is being made in part or in whole by an 
insurance agency? Until recently, the reference 
committee of the British Columbia Division of the 
Canadian Medical Association has allowed some 
discretion in applying the general principle that 
the surgical fee is indivisible in such cases. Early 
this summer, however, a decision of the committee 
was published in the Bulletin of the Vancouver 
Medical Association. It has now been decided that 
when an operation is performed by a visiting sur- 
geon, the surgical fee will not be divided and the 
surgeon will receive the total fee for the operation. 
When postoperative care is given by a local prac- 
titioner, he may find that the patient’s insurance 
will not cover an extra fee for this. An editorial in 
the same issue criticized this directive on the 
grounds that division of a fee in such cases is not 
fee-splitting, which means getting paid for work 
not done, but a fair division of the reward accord- 
ing to the work done. 


A State-Operated Diagnostic Center.—Although the 
province of Quebec has indicated as yet no intention 
to participate in the Federal-Provincial Hospital 
Insurance Plan, the provincial government decided 
to convert a former children’s hospital in Montreal 
into a modern diagnostic center that will be the first 
of several to be built in the province. When this 
plan is put into operation, the first state-operated 
diagnostic center in Canada will have appeared. 
This is the outcome of six years of study. The new 
diagnostic center will be made available to general 
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practitioners, placing at their disposal laboratory 
and other diagnostic facilities. The aim of the cen- 
ter will be to enable sick persons with insufficient 
financial resources to obtain a diagnosis at low or 
no cost and to assist family physicians in their 
work. This should not be taken as an indication that 
Quebec is heading towards state medicine, accord- 
ing to the premier. 


Drivers’ Licenses.—The Government of British Co- 
lumbia worked out a scheme for obtaining a medi- 
cal opinion on certain automobile drivers. Appli- 
cants for commercial chauffeurs’ licenses, any per- 
sons over 70 years of age, and those under 70 years 
of age with a suspected medical condition contra- 
indicating automobile driving are required to have 
a medical examination, but the onus is not placed 
on the family physician to decide whether the 
person is fit to drive or not. The applicant will 
forward the results of his medical examination to an 
official medical referee. The referee will review the 
findings and indicate whether a license should be 
approved or suspended, whether periodic examina- 
tion should be required, or whether further exam- 
ination is needed. The final decision will rest with 
the superintendent of motor vehicles, who will act 
on the recommendations of the medical referees. 
The government is asking for the cooperation of 
the medical profession during the developmental 
phase of this new program. 


FRANCE 


Treatment ‘of Fatigue.—M. Albeaux-Fernet and co- 
workers (Presse méd. 66:1265, 1958) believe fatigue 
to be a minor response of the central nervous, neuro- 
vegetative, and endocrine systems to repeated ag- 
gression, as opposed to shock which represents a 
major response. Hormonal and metabolic investi- 
gations made it possible to divide this response into 
the following stages: (1) harmonious response 
( physiologic fatigue), (2) oscillating response, (3) 
discordant response (functional adrenal insuffici- 
ency ), and (4) phase of exhaustion ( polyendocrine 
involvement ). The latter two stages represent path- 
ological fatigue. Stage 2 is intermediate between 
acute and chronic fatigue. A series of 45 patients 
with stage 3 and 4 fatigue were given 20 mg. of ad- 
enosine triphosphate (ATP) intramuscularly for 20 
to 40 days, followed by 25 mg. by mouth for 2 to 4 
months. In patients with stage 3 fatigue ATP gave 
improvement of the general condition, increase in 
weight (by 1.5 kg. [3 Ib.] as an average), a normal- 
ization of the blood pressure, and an improvement 
of the mental condition. ATP exerted a favorable 
action on various metabolites. The excitability of 
muscles to electrical stimulus that was diminished 
in 45% of the patients was re-established. Patients 
with stage 4 fatigue with total or partial deficiency 
of pituitary function benefited by ATP treatment 
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only when a previous stimulation of their glands, es- 
pecially of their adrenals by the use of ACTH had 
placed their fatigue in stage 3. 


Artificial Respiration for Respiratory Insufficiency. 
—P. Mollaret and co-workers (Presse méd. 66:1271, 
1958) said that pulmonary emphysema, a common 
finding in many chronic bronchopneumopathies, is 
characterized by a narrowing of the bronchioles 
with loss of pulmonary elasticity. It is manifested by 
a lengthening of the expiratory time with displace- 
ment of the respiratory situation toward breathing 
in. The result is an increase in pulmonary residual 
volume and consequently a prolonged time for the 
mixing of the alveolar gases and disorders in the 
alveolar distribution of the inspired gases. Many 
patients do not respond sufficiently to anti-infective, 
bronchodilator, hormonal, and diuretic therapy or 
even to oxygen, so that the only effective treatment 
is artificial respiration. This was used by the authors 
in 13 patients with acute respiratory insufficiency 
in the course of chronic bronchopneumopathy. In 
12 of them artificial respiration restored effective 
spontaneous alveolar ventilation. In two death was 
due to a cerebral vascular accident, and in one the 
cause remained unknown. Of the remaining 10, one 
died three months later of a polydeficiency syn- 
drome of alcoholic origin, and another showed no 
benefit from artificial respiration because of the se- 
verity of the bronchoalveolar lesions. He died in 
the second month of a cerebrovascular accident. 
Of the 13 patients, 8 were still alive after 3 to 16 
months. 


Serum Hepatitis.—Soulier and Pé (Presse méd. 
66:1207, 1958) studied the incidence of serum hep- 
atitis. Of 93 hemophiliacs who answered a ques- 
tionnaire, 85 had received a total of 2,926 transfu- 
sions, of which 693 were plasma only. Of 47 hemo- 
philiacs who had received plasma, 7 developed an 
icterus due to hepatitis but in only 3 of them was the 
condition unquestionably attributable to the trans- 
fusion. The contamination rate per bottle of plasma 
averaged 0.4%. It was also possible to estimate the 
number of donors who might be carriers of the 
virus as about 1 in 10,700. Considering the low in- 
cidence and the mildness of the icterus observed in 
these patients, the risk of transmission of viral hep- 
atitis by plasma transfusion is not excessive, and it 
does not seem necessary to alter the methods for 
preparation of plasma now in use, or its main indi- 
cations (treatment of burns, hemorrhagic syn- 
dromes, and acute postoperative hydroelectrolytic 
disturbances ). 


Hodgkin’s Disease.—P. Croizat and co-workers 
(Presse méd. 66:1135, 1958) studied a homogenous 
series of 110 patients with Hodgkin’s disease and 
concluded that the prognosis depends in part on the 
terrain in which the disease develops and on the 


treatment used. Classical factors are based on the 
stage of the disease, on the glandular locations, and 
the systemic signs. Histological investigations give 
little information as to the course of the disease, 
but the radiosensitivity and radioresistance of the 
adenopathies may have great prognostic signifi- 
cance. The study of the course of Hodgkin’s disease 
was based not only on the survival time but also on 
the duration of the first remission, which is consid- 
ered by the authors as the most reliable prognostic 
criterion. Thus, those patients whose first remission 
lasted longer than two years have a 50% chance of 
surviving over five years. The higher incidence in 
men was confirmed. Intensive radiotherapy in pa- 
tients with a slow course is particularly indicated. 
Its combination with chemotherapy has given sur- 
vivals up to 12 years. 


NEW ZEALAND 


Effects of Reserpine on the Alimentary Tract.—At 
a meeting of the Otago Medical School Research 
Society (abstracted in Proc. Univ. Otago M. School 
36:1, 1958), J. G. Blackman and co-workers re- 
ported that it is now widely believed that there is 
some connection between the pharmacological ac- 
tivity of reserpine and certain other Rauwolfia 
alkaloids and their capacity to release serotonin 
from various binding sites. It has been suggested 
that the gastrointestinal effects of reserpine are due 
to a peripheral action of circulating serotonin and 
this would explain why the gastrointestinal effects 
of reserpine are scarcely modified by vagotomy but, 
on the other hand, cannot be elicited in the isolated 
organ suspended in a bath. The most obvious of 
these gastrointestinal effects of reserpine is an in- 
crease in intestinal motility and gastric secretions. 
Some patients receiving reserpine complain of 
diarrhea. Reserpine aggravates the symptoms of 
peptic ulcer in man and may eventually cause 
gastric hemorrhage. Such effects as stimulation of 
the peristaltic reflex are known to be produced by 
serotonin even in low concentrations. 

The authors found that a large dose of reserpine 
(5 mg. per kilogram of body weight, subcutaneous- 
ly) produced gastric erosion in rats within 18 hours. 
Examination of the stomachs of treated and non- 
treated rats showed that certain histological changes 
occurred within a much shorter period of time. 
When given to mice, reserpine (10 mg. per kilo- 
gram of body weight, subcutaneously) produced 
gastric hemorrhage and melena within 18 hours. So 
did rescinnamine, deserpidine, and SU-3118 (a 
semisynthetic analogue of reserpine) when they 
were given in the same dosage. Certain other ob- 
servations, however, led the authors to conclude 
that these effects of reserpine were not attributable 
to an increase in circulating serotonin. Gastric 
hemorrhage and melena were not produced by 
reserpine in mice that had been vagotomized at the 
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cardioesophageal junction, nor were they produced 
in mice that had been given 100 mg. per kilogram 
of body weight of iproniazid intraperitoneally 18 
hours before the reserpine. 

Since iproniazid is a powerful inhibitor of monoa- 
mine oxidase and prevents the rapid destruction of 
serotonin in the body, it would be expected to en- 
hance rather than antagonize the deleterious 
effects of reserpine on the intestine, if these were in 
fact due to the local action of serotonin. Gastric 
hemorrhage and melena were not produced in mice 
that had been given a large dose (100 mg. per 
kilogram of body weight) of iproniazid even when 
large doses (10 mg. per kilogram of body weight ) 
of serotonin were given subcutaneously in addition 
at frequent intervals (three times within six hours ). 


Medical Students and the M. M. P. I.—At the same 
meeting Dr. W. Ironside (abstract in Proc. Univ. 
Otago M. School 36:6, 1958) reported that one of 
the difficulties encountered in using the Minnesota 
Multiphasic Personality Inventory (M. M. P. L) 
outside the United States is that the cultural back- 
grounds of subjects of other nationalities may give 
a pseudopathological significance to their test 
scores. Therefore, it is useful to know of any dis- 
crepancies between the test results of American 
and other groups. Moreover, if the M. M. P. I. is to 
be of any value outside the United States it should 
elicit consistent results from comparable groups. 
The group test results of 167 of 168 fifth-year male 
medical students in Otago (all of two successive 
classes ) were compared with those of three groups 
of American male medical students who were at 
about the same stage in their careers. Many highly 
significant statistical differences in their mean 
scores were found. Only the scores in one clinical 
scale, hysteria, did not differ significantly. A close 
similarity of scoring was found in all scales when 
the two groups of Otago University students were 
compared. 

All the men in two successive classes were tested, 
but one record sheet had to be rejected because of 
invalid responses. When the individual scores of 
Otago students were analyzed and interpreted, al- 
lowances had to be made for a general tendency 
toward higher scores except in the “hysteria” scale. 
It is on the “interest” scale, which has to do with 
general sexual attitudes, that the Otago students 
scored highest, more than 10 points above their 
next clinical scale score. Furthermore, Otago stu- 
dents differed most from the American students in 
this scale. Although concern over relationships with 
the opposite sex may play a more important part 
in Otago students’ lives than is generally appre- 
ciated, post-test interviews suggested that the high 
“interest” score was not to be understood simply in 
terms of a difference between the sociosexual mores 
of the Otago students and those used in the con- 
struction of the M. M. P. I. If further results 
confirm that the M. M. P. I. consistently evokes 
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uniform group responses from fifth-year medical 
students, it should be possible to establish norms 
and determine the purport of individual deviations 
from these norms. 


INDIA 


Hemorrhoids._M. D. Patel ( Medical Bulletin, vol. 
3, June, 1958) used Proctocaine on 40 patients who 
were operated on for internal hemorrhoids and 
compared the results obtained with those of another 
series of 40 patients also operated on for hemor- 
rhoids but on whom no Proctocaine was used. He 
injected 5 to 10 cc. of Proctocaine in the anal 
sphincter after spinal anesthesia was given. After 
injecting the Proctocaine, pain was minimal and the 
patient did not specifically complain about it. The 
amount of sedatives required postoperatively for 
pain was also less in the treated series. Removal of 
the tube and dressing the wound were also less 
painful. Rectal examination after operation met 
with little resistance. In only four of the treated 
patients was there no relief of pain. The average 
postoperative stay in hospital was less than in the 
control group and bowel movements were less 
impeded and, even if rectal impaction of feces oc- 
curred, manual relief was less painful in the treated 
group. Catheterization of the urinary bladder was 
also required less frequently. Only one patient 
developed a local abscess after the injection. The 
abscess ruptured spontaneously, leaving a skin tag. 
On the whole the results were encouraging and 
Proctocaine injection is recommended by the author 
in every operation for hemorrhoids. 


Serum Proteins in Leishmaniasis.—S. Kumar and 
co-workers (Journal of the Indian Medical Associa- 
tion, vol. 31, July 1, 1958) studied the electrophore- 
tic pattern of serum proteins and its relation to 
Napier's serum test commonly employed in diag- 
nosing visceral leishmaniasis. The ages of the 25 
patients in the series were 9 to 40. All of them had 
fever of variable duration and enlargement of the 
spleen or liver or both. Leishmania donovani were 
found in all sternal or splenic smears. The total 
serum protein values were normal. There was, 
however, a marked decrease in the albumin frac- 
tion associated with a raised gamma globulin in all 
patients. The alpha and beta globulins were not 
altered significantly. The albumin-globulin ratio 
was decreased. Gamma globulin constituted 81% 
of the total globulins (normal 54%). No relation- 
ship was seen between the intensity of Napier’s test 
and variations in serum protein fractions, but in the 
group with a positive Napier’s test all the protein 
fractions were reduced except the gamma globulin 
which was greatly increased. The total serum pro- 
teins did not show much difference in those with 
positive and negative Napier’s test. The hypoal- 
buminemia may have been due to dysfunction of 
the liver but the rise in gamma globulin could not 
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be explained. There may be an increased syntheses 
of gamma globulin in leishmaniasis under the in- 
fluence of the causative organism which is situated 
intracellularly. The presence of a different protein 
responsible for the positive Napier’s test as reported 
by other authors could not be demonstrated in the 
electrophoretic patterns obtained from these pa- 
tients. 


Japanese B Encephalitis.—_Lapeyssonnie and Goba- 
lakichenin (Antiseptic, vol. 55, June, 1958) first 
observed several cases of encephalitis in January 
and February, 1955, in the General Hospital in 
Pondicherry. No more such cases were seen until 
July and September. Five of these were reported 
in the article. The prodromal period was remark- 
ably uniform, symptoms making their appearance 
four days before admission and consisting of head- 
ache and twitchings in the muscles of the neck and 
back rapidly developing either into fits or paralysis 
and usually leading to a hypertonia. This hyper- 
tonia was localized in the muscles of the lower jaw 
in three patients, leading to an erroneous diagnosis 
of tetanus. All five patients had generalized hyper- 
tonia to a varying extent, and this feature consti- 
tuted an important point in the diagnosis of the 
disease. One patient went into coma and had con- 
vulsions and raised blood urea level suggestive of 
uremia. The paralysis was spastic. There was no 
fever until the end of the first week of the disease 
and it did not go above 102.2 F (39 C). This was 
important in differentiating these cases from those 
of acute suppurative meningitis. Two types were 
seen when the patients came for admission; one 
hypertonic simulating tetanus and the other con- 
vulsive. Lumbar puncture, although difficult, was 
done on every patient. The spinal fluid pressure 
was definitely reduced. This was a constant finding 
and the pressure started returning to normal with 
improvement in the clinical condition. Albumin was 
normal in four patients and raised in one. Sugar 
and chlorides were normal. 

The fully developed stage of the disease was 
characterized by convulsions. This determined the 
diagnosis. In the typical convulsions all the muscles 
of the body were involved and the contractions 
varied from simple clonus or fibrillations to major 
epileptiform fits. They spread from above down- 
wards, involving the face first and then the upper 
limbs and lastly the lower limbs. The frequency 
was extreme, sometimes even becoming continuous, 
but they diminished in intensity and frequency as 
the condition improved and were therefore im- 
portant from the point of view of prognosis. One 
patient had acute “infectious” diabetes with glyco- 
suria, probably of central origin, which was easily 
controlled with insulin. The period of resolution was 
prolonged and the average stay in hospital was 
one month. Signs of improvement usually appeared 
at the end of two weeks. Only one of the five 


J.A.M.A., Sept. 27, 1958 


patients died. Other conditions to be considered in 
differential diagnosis were tetanus, epilepsy, and, 
especially, Salmonella meningoencephalitis. The 
diagnosis of viral encephalitis was based on the 
early appearance of hypertonia and rigidity with a 
normal temperature and a short apyrexial prodro- 
mal period. In patients with Salmonella meningoen- 
cephalitis the temperature is elevated in the initial 
part of the illness. Blood culture and Widal reac- 
tion help to make the diagnosis. 

That the disease was-due to the Japanese B en- 
cephalitis virus was confirmed by demonstrating 
neutralizing antibodies in serums sent to the Pasteur 
Institute in Paris. The patients were given tetra- 
cycline in four or five times the usual doses. It was 
injected slowly into the vein in saline solution with 
or without dextrose. The authors stressed the need 
for intensive prolonged treatment and early institu- 
tion of antibiotic treatment in order to reduce the 
mortality. All of these five cases occurred in August 
and September, 1955, after which no more were 
seen. These are the months in which 90% of the 
annual incidence of Japanese B encephalitis ap- 
peared in Korea, China, the Phillipines, and Japan. 
The virus reservoir and vector are not known. 


Artificial Pneumoperitoneum in Pulmonary Tuber- 
culosis.—B. C. Chakraborti studied 50 random cases 
of pulmonary tuberculosis treated with artificial 
pneumoperitoneum (Antiseptic, vol. 55, June, 1958). 
The age of these patients varied from 10 to 60 
years; 3 were moderately advanced and 47 far ad- 
vanced; 12 were unilateral and 38 bilateral; 17 had 
exudative lesions and 33 mixed, none had fibrotic 
lesions. All but one showed single or multiple 
cavities of variable size; 24 had a positive sputum 
at the time of induction of pneumoperitoneum. 
The left flank was usually selected for insufflating 
air. After a primary induction of 300 to 500 cc. of 
air, refills were given on the third and seventh day, 
followed by weekly refills of 1,000 cc. In 19 patients 
phrenic crush had been done previously; in 12 on 
the right side and in 7 on the left, the diaphragm 
attaining the level of the third to fifth rib anteriorly. 
The duration of the pneumoperitoneum varied from 
10 to 49 months, the average duration in those 
showing improvement being two years. Antibiotics 
were given for a variable period to all the patients 
in combination. Severe hemoptysis occurred during 
the period of treatment in two patients. The 
weight increased in 38 and decreased in 12. The 
sedimentation rate came down to within normal 
limits in 46 patients but was increased in 4. The 
sputum was negative in 45 and occasionally posi- 
tive in 5 at the end of treatment. Treatment had 
to be abandoned in two due to the development 
c* right inguinal hernia in one and spontaneous 
pneumothorax in the other. Other complications 
occurring during treatment were pneumomedi- 
astinum in one and development of slight ascites in 


: 
Sky 
. 
we 


Vol. 168, No. 4 


another; 13 were classified as improved, 33 as active 
retrogressing, and 4 as active progressing. There 
were no deaths in the series. Thus improvement was 
observed in 46. 


UNITED KINGDOM 


Influenza and Sickness Claims.—The biggest in- 
fluenza epidemic since the national insurance 
scheme began brought new claims for sickness 
benefits up to the record figure of 9.5 million in 
1957. According to the report of the Ministry of 
Pensions and National Insurance for 1957, 5 million 
claims, or twice the average for the season, were 
made between late August and the end of 1957, 
suggesting that one in eight of the 20 million people 
insured for sickness benefit may have had influenza. 
The peak period was reached in the first week of 
October when 567,000 claims were made. This was 
130,000 more than the highest week's figure in the 
1951 influenza epidemic. It is calculated that the 
cost to the national insurance fund was about 28 
million dollars. 


Epilepsy and Annulment of Marriage.—An epileptic 
is not obliged to disclose that he has fits, except 
under certain circumstances, such as when he or 
she contemplates marriage. Then failure to disclose 
the condition to the intended spouse may later re- 
sult in annulment of the marriage. Such a decree 
was recently given to a woman who married in ig- 
norance of the fact that her husband suffered from 
epileptic fits. He did not have hospital treatment 
which was advised by his physician and had an 
attack just before the wedding ceremony. In English 
law recurrent attacks of epilepsy are grounds for 
annulment if the petitioner was ignorant of the fact 
at the time of the marriage, but proceedings must 
be started within a year of marriage, and marital 
relations must not have taken place with the peti- 
tioner’s consent after discovery of the fact. 


Painting Depicting Health Service.—Dr. G. F. Petty, 
of Cardiff, has painted a picture entitled “The Leg- 
end of the Health Service,” expressing his feelings 
of frustration with the service. It is being exhibited 
with other works by members of the South Wales 
Art Society. The canvas, which took nearly a year 
to finish, is a doctor's nightmare. It shows the har- 
assed physician, patients clamoring for attention, a 
nurse with her fingers in her ears to shut out the 
din, a dentist's chair containing a skeleton, a white- 
collared official holding up a book of regulations, 
above him the servants of the law, a tomb marked 
“General Practitioner R.1.P. 5 July, 1958,” and stairs 
leading to a heavenly hospital board. Dr. Petty has 
been a general practitioner for about 20 years. He 
is on the Hinchcliffe Committee, which is examin- 
ing prescribing costs, and is a member of the Cardiff 
Executive Council of the Health Service. He paints 
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as a hobby and felt so strongly about the health 
service that he had to express his feelings through 
the medium of art. 


Prevention of Recurrences of Rheumatic Fever.— 
Until recently, because of the fear of toxic side- 
effects from the long-continued administration of 
sulfonamides, these have not been widely used in 
Britain for the prevention of recurrences of rheu- 
matic fever. Bywaters and Thomas made a five- 
year follow-up study of patients with rheumatic 
fever treated with sulfonamides daily after dis- 
charge from hospital (Brit, M. J. 2:350, 1958). One 
group of 96, which served as a control, was given 
no prophylaxis either in hospital or after discharge, 
and 88 patients, hospitalized for rheumatic fever, 
were given 1 Gm. daily of a preparation containing 
sulfathiazole, sulfadiazine, and sulfamerazine. All 
patients were examined every three months, careful 
notes were taken with special reference to sore 
throats and limb or joint pains, and the sedimenta- 
tion rate was determined. The mean incidence of 
recurrences per patient per year was 5.6% in the 
untreated and 1.2% in the sulfonamide-treated 
group. There was only a slight variation from year 
to year in each group and no tendency for the re- 
currence rate to decrease with time. Drug reactions 
were few. Two patients complained of lassitude; 
two, who suffered from leukopenia, had their treat- 
ment changed to penicillin; one developed urticaria, 
which cleared up after penicillin was substituted. 
No case of streptococcic resistance to sulfonamide 
was encountered. Most of the toxic reactions oc- 
curred while the patients were still hospitalized. 
The authors believe that penicillin is preferable to 
sulfonamides as the risks of side-effects are extreme- 
ly low. They recommend that prophylaxis be con- 
tinued for at least five years after the attack or un- 
til the child has left school, whichever is the longer. 
If after leaving school patients are exposed to an in- 
creased risk of streptococcal infection, e. g., if they 
enter a university or join the armed forces, prophy- 
laxis should be continued for a further period. 


Vitamin B,, and Tobacco Amblyopia.—Heaton and 
co-workers believe that tobacco amblyopia is associ- 
ated with vitamin B,. deficiency (Lancet 2:286, 
1958 ). They found that the retina or the optic nerve 
is unduly sensitive to tobacco even in patients with 
mild vitamin B,,. deficiency. In a study of 13 pa- 
tients with tobacco amblyopia they found that the 
vitamin B,. serum levels ranged from 15 to 350 
micromicrograms per milliliter (average 218). 
These values differed significantly from those of 
normal controls which ranged about a mean of 538 
micromicrograms per milliliter. The usual manifes- 
tations of vitamin B,,. deficiency may be absent be- 
cause in pipe smokers and heavy cigarette smokers 
the amblyopia may precede the onset of anemia, 
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glossitis, neurological involvement, or a megaloblas- 
tic bone marrow by months or even years. Vitamin 
Bi2 was given to nine patients, of whom three con- 
tinued smoking as heavily as before. All recovered 
more rapidly than would have been expected with 
the prohibition of smoking and vitamin B complex 
by mouth alone; 100 mcg. of the vitamin was given 
parenterally once or twice weekly for a month, then 
every fortnight for two months and finally at inter- 
vals of a month. The authors believe that tobacco 
amblyopia and the retrobulbar neuritis of pernicious 
anemia may be manifestations of the same condi- 
tion. In some of their patients tobacco amblyopia 
and neurological features suggesting vitamin By, 
deficiency were associated with abnormal liver func- 
tion tests and low serum vitamin By» levels. In any 
patients with unexplained peripheral neuropathy, 
myelopathy, or encephalopathy, especially if it is 
considered to be due to nutritional deficiency, the 
levels of total and of free vitamin B,». in the serum 
should be measured. 
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Boen and co-workers stated that the diagnosis of 
vitamin B,2 deficiency could be made from the ex- 
amination of the nuclear changes in the oral epithe- 
lial cells (Lancet 2:294, 1958). Mouth washings 
were centrifuged, stained with May-Griinwald- 
Giemsa stain, and the diameters of 100 consecutive 
nuclei determined. Normally a maximum of 5% of 
the nuclei have diameters of 14.54 or more; in pa- 
tients with pernicious anemia the figure is 26%. 
Giant nuclei are present in the cells from the oral 
mucosa of patients with vitamin B,» deficiency. The 
authors diagnosed vitamin B,, deficiency in a pa- 
tient who had subacute combined degeneration but 
no changes in the blood or bone marrow. The diag- 
nosis was made from oral smears. Treatment with 
vitamin B,. produced improvement and normaliza- 
tion of the nuclei of the cells of the oral epithelium 
within a week. No changes were seen in the hemo- 
globin concentration, reticulocyte count, or serum 
iron level. The diagnosis was confirmed by demon- 
strating a low serum vitamin B,» level 
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CARIES-PRODUCING POTENTIAL OF 
CHOCOLATE 


To the Editor:—It is a general belief that high acid 
production in dental plaque is one of the major 
causes for tooth decay. A recent study (Ludwig 
and Bibby, J. Dent. Res. 36:61-67 [Feb.] 1957) on 
the production of acids in dental plaque after the 
ingestion of various solid and liquid foods showed 
that milk chocolate produced the most acid. It was 
also found that the amount of acid does not depend 
solely on the carbohydrate content of the food nor 
on the amount of food retained in the mouth. No 
attempt was made to explain why milk chocolate 
produced the most acid. 

A bacteriological study of chocolate milk (Fuller, 
Mueller, and Swanson, J. Dairy Sc. 25:883-894 
[1942]) gives data which presumably could serve 
as a possible explanation for the high acid produc- 
tion in the mouth after chocolate has been eaten. 
From that investigation it was concluded that cocoa 
powders or chocolate syrups added to milk defi- 
nitely inhibited the growth of bacteria likely to be 
found in milk, with the exception of Streptococcus 
lactis. Furthermore, it was concluded from studies 
with pure tannic acid that the tannic substances 
of the cacao products are the agents responsible 
for inhibiting bacterial growth. While the tannin 
complex in cacao products is not definitely known, 
the work of Doelger (Am. Leather Chem. A. J. 
31:46-63, 531-544 [1936]; 32:265-275 [1937]) gives 
credence to the latter conclusion. Doelger reported 


that bacteria in tan liquors are largely acid-pro- 
ducing organisms, with lactic, acetic, and butyric 
acid producers in greatest abundance, and that 
Streptococcus lactis is the chief producer of lactic 
acid. 

Mueller and Kuzmeski (J. Dairy Sc. 27:897-901 
[1944]) analyzed 18 samples of commercial cocoa 
powder for tannin-like substances and found values 
ranging from 2.6 to 15.6%. While milk chocolate 
was not analyzed for tannin-like substances, cal- 
culated amounts of these substances are from 1 to 
2%, depending upon the milk chocolate formulation. 

In the light of the results from Fuller, Mueller, 
and Swanson’s bacteriological study of chocolate 
milk, one would expect milk chocolate to produce 
a greater amount of acid than many other foods 
commonly consumed. Any inhibition of nonacid 
producing microorganisms by tannin-like substances 
should increase the growth of acid producers be- 
cause of lack of competition. Fuller, Mueller, and 
Swanson also found that the inhibition of bacterial 
growth was greater at room temperature (72 F) 
than at refrigerator temperature (43 F). Therefore, 
one would expect a still greater inhibition at mouth 
temperature (98.6 F) with a further increase in 
acid production. 


S. MUELLER 

Department of Dairy and Animal Science 
University of Massachusetts 

Amherst, Mass. 
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INTERNAL MEDICINE 


Experience with Intramuscular Digoxin. E. Fletch- 
er and C. F. Brennan. Irish J. M. Se. 6:273-280 
(June) [Dublin]. 


A preparation of digoxin suitable for intravenous 
as well as intramuscular administration is now 
available, permitting investigators to study the 
effect on the heart of digoxin administered intra- 
muscularly with regard to the rapidity of action 
and to compare the results with intravenous ad- 
ministration under control conditions. Twenty 
patients were selected for study; 18 of these pa- 
tients had uncontrolled auricular fibrillation with 
low output failure, 2 being included as they had 
persistent extrasystolic arrhythmia. Ten patients 
with auricular fibrillation were digitalized rapidly, 
and their condition was maintained with intra- 
muscularly administered digoxin. Eight patients 
with auricular fibrillation were selected for com- 
parative study of intramuscularly and intravenously 
administered digoxin, and in 6 of these the effect 
of concurrent digoxin and mersalyl was observed. 

A satisfactory therapeutic response was obtained 
in 15 of the 18 patients with uncontrolled auricular 
fibrillation within a period of 5 to 19 hours by the 
intramuscular administration of 1 to 2 mg. of 
digoxin, irrespective of age, body weight, degree of 
congestive failure, or nature of underlying heart 
disease. With the exception of 1 patient, the main- 
tenance dose for the 10 patients with auricular 
fibrillation after rapid digitalization was 0.5 mg. 
of intramuscularly administered digoxin every 8 
to 24 hours. In 2 patients ventricular ectopic foci 
were completely abolished (although the sinus rate 
was not affected) by digitalis action within 3 hours 
of administration, indicating a direct myocardial 
effect of digoxin. In 9 patients initial vagal slowing 
lasted 2 or 3 hours; it was followed by a transient 
rise in the ventricular rate, which was replaced 
within the hour by a progressive fall to a minimum 
level about the 6th hour. 
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The response of the ventricular rate in auricular 
fibrillation to digoxin given intramuscularly com- 
pares favorably with the response to intravenous 
administration, irrespective of whether the dose (1 
mg.) was within the therapeutic range. When 2 cc. 
of mersalyl was given at the same time as 1 mg. of 
digoxin, the fall in ventricular rate in each case 
tended to be more marked than when digoxin was 
given alone, either intramuscularly or intravenously. 
In 1 instance a therapeutic response did not occur, 
but with the dosage used, the intravenous route 
was not found to be superior to the intramuscular 
route. The intramuscular administration of digoxin 
may be painful, and this factor alone may limit its 
value in maintenance therapy. Nausea due to the 
central action of digoxin occurred in 2 cases, but 
only after large doses of the drug had been given. 
Toxic arrhythmias—paroxysmal auricular tachy- 
cardia, multiform ventricular extrasystoles, and 
bradycardia—were observed in 3 cases, indicating 
the direct action of digoxin on the myocardium and 
necessitating its temporary suspension and the insti- 
tution of potassium therapy. 


Fibroma of Bronchus. J. E. Rodé. Medicina 17:247- 
254 (Oct.-Dec.) 1957 (In Spanish) [Buenos Aires]. 


Fibroma of the bronchus is a rare tumor. It is 
histologically benign, but its rapid growing may 
cause closure of the bronchus, resulting in death of 
the patient. The symptoms consist of asthma, pul- 
monary suppuration, and atelectasis. The diagnosis 
and, if possible, the removal of the tumor are made 
by endoscopy. A man, 40 years old, was hospitalized 
with fever and moderate dyspnea. He had chronic 
bronchitis, asthma, and pulmonary suppuration of 
6 months’ duration. Auscultation and roentgeno- 
logic examination of the chest showed a total 
atelectasis of the right lung, deviation of the medi- 
astinum, and several enlarged mediastinal lymph 
nodes. A tumor in the main bronchus prevented the 
passage of the bronchoscope. A diagnosis of bron- 
chogenic carcinoma was made, and an exploratory 
thoracotomy was planned, which the patient re- 
fused. The bronchial symptoms were relieved by 
the administration of antibiotics and sulfonamides. 
The picture of atelectasis was not modified. After 
discharge from the hospital, the patient had 10 ap- 
plications of deep roentgentherapy. He also had a 
treatment with nitrogen mustard up to a total dose 
of 50 mg. Histological examination of an excised 
axillary lymph node, of a piece of bronchial mucosa 
taken during bronchoscopy, and of the sputum was 
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negative for cancer. An exploratory thoracotomy 
was made 8 months after the first consultation of 
the patient. In sectioning the right bronchus, a pink 
polypoid tumor joined to the carina by a pedicle 
was extirpated. A pneumonectomy of the right lung 
was performed. The postoperative period was un- 
complicated. Histological examination of the tumor 
and of the right lung showed fibroma of the bron- 
chus, bronchial obstruction, atelectasis and sclerosis 
of the lung, and bronchial dilatations. The patient is 
in normal health 18 months after the operation. 


Homozygous Hemoglobin C Disease: Report of 3 
Cases. K. R. Tanaka and G. O. Clifford. Ann. Int. 
Med. 49:30-42 (July) 1958 [Lancaster, Pa.]. 


The authors report on 3 Negro women, aged 28, 
32, and 67 years, respectively, with homozygous 
type C hemoglobin disease. All the patients had a 
fairly uniform clinical course, characterized by the 
presence of a mild but constant hemolytic anemia, 
with periodic episodes of jaundice which cleared 
spontaneously, variable degrees of enlargement of 
the liver, and marked enlargement of the spleen. 
Although fleeting arthralgias have been reported 
by other workers, none of the 3 patients had this 
symptom. The oldest patient underwent surgical 
treatment for an intertrochanteric fracture of the 
left femur caused by a fall. She had a rapid drop in 
hemoglobin value accompanied by an increase in 
bilirubin, and it is likely that she had a hemolytic 
crisis, perhaps precipitated by the surgical pro- 
cedure. Although mild to moderate anemia was 
presumably present in all the patients throughout 
life, in none of them was it severe enough to require 
blood transfusions, except after the surgical proce- 
dure in the patient mentioned before. Low-grade 
reticulocytosis was present at times in all the pa- 
tients. The outstanding hematological characteris- 
tics were the presence of numerous target cells in 
the blood smear, increased osmotic resistance to 
hypotonic sodium chloride solution, increased fecal 
urobilinogen excretion, slight but fluctuating icterus, 
mild reticulocytosis, and bone marrow studies 
compatible with hemolytic anemia. Hemoglobin 
electrophoresis in each patient revealed a 50% red 
blood cell survival time of 21 days. Studies of iron 
metabolism (ferrokinetics) utilizing radioiron (Fe °°) 
showed that the plasma iron disappearance half- 
time was shortened and that the incorporation of 
the injected tracer dose into the red blood cells was 
within the lower limits of normal. No hemoglobin 
other than type C was detected by paper electro- 
phoresis. The diagnostic problem presented by these 
patients was resolved by the relation of all the 
clinical manifestations to the presence solely of 
type C hemoglobin. The possibility of homozygous 
type C hemoglobin disease should be considered 
when one is confronted with a Negro patient who 
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has enlargement of the liver and spleen and mild 
hemolytic anemia without sickling, and hemoglobin 
electrophoresis should be performed. 


Host Factors in Polycythemia Vera. A. Damon and 
D. A. Holub. Ann. Int. Med. 49:43-60 (July) 1958 
[Lancaster, Pa.]. 


The authors report on 132 men and 65 women 
with polycythemia vera who were admitted to the 
Presbyterian Hospital in New York between 1937 
and 1957. The average age of the patients at onset 
of the disease, which did not differ between the 
sexes or among various ethnic groups, was 53.7 
years. In 1 patient, however, the disease was first 
diagnosed at the age of 9 years. This was one of the 
earliest cases on record of polycythemia vera; it was 
apparently primary and was unaccompanied by 
congenital anomalies. The patient led an active life 
without therapy or complications of his disease for 
15 years after the diagnosis was made. The per- 
centage of Negroes (3.6%) with polycythemia vera 
was significantly lower than the percentage of Ne- 
groes (16.4%) among the Presbyterian hospital pop- 
ulation, and the percentage of Jews (33%) with this 
disease was significantly higher than their percent- 
age among the hospital population. Both of these 
findings confirm previous impressions, but the Jew- 
ish preponderance was about 2 to 1 less than that 
usually quoted (4 or 5 to 1). The disease tended to 
be mild among the Negroes. Polycythemia vera 
occurred among white groups, other than Jewish, 
with the frequency expected from their hospital 
distribution. 

Contrary to the impression of some of the workers 
that patients with polycythemia vera tend to be 
slender in build, no real difference was found be- 
tween such patients and normal controls in height 
and weight; men with polycythemia vera and hyper- 
tension were stockier than those without hyperten- 
sion, but the number of these patients was small. 
Patients with polycythemia vera did not differ from 
comparison series in the same hospital regarding 
ABO blood-group incidence, age at menarche, and 
age at menopause. Other disorders and complicating 
illnesses were associated with polycythemia vera 
in about the proportions previously reported; these 
conditions included hypertension (32%), arterioscle- 
rosis (30%), peptic ulcer (14.5%), thromboses of ex- 
tremities (9.5%), myeloid dyscrasias (7.6%), and gout 
(5.5%). Ten of the 15 patients with myeloid dyscra- 
sias had received previous irradiation therapy. 
Uterine fibroids occurred in 13 (33.3%) of 39 women 
with adequate history or pelvic examination. A 
unique case was presented of polycythemia vera 
occurring coincident with fibroids, disappearing 
after hysterectomy, and recurring as polycythemia 
vera 5 years later. Hypernephroma was observed in 
9 patients (4.4%); 2 of these patients have had com- 
plete hematological remissions after nephrectomy 
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for 2 and 11 years, respectively, to date. The indi- 
cation for urologic investigations of hematuria in 
patients with polycythemia vera was noted. 


Coronary Disease, Hypercholesterolaemia and Its 
Treatment. M. F. Oliver. Scottish M. J. 3:225-234 
(June) 1958 [Glasgow]. 


The author feels that the increase in the mor- 
tality and morbidity from coronary disease is so 
striking that there are probably several extraneous 
factors contributing to it: 1. More people are living 
longer than at the beginning of this century, and, 
since coronary atheroma generally increases with 
advancing age, coronary disease is more likely to be 
a cause of death in today’s older population. 2. 
There may have been changing fashions in death 
certification, and many deaths which in the past 
were certified as cardiovascular or myocardial de- 
generation are probably now registered as coronary 
disease. 3. Both the medical profession and the 
public are now more aware of coronary disease 
than in the ’20s. This awareness has undoubtedly 
contributed to the increased frequency of diagnosis, 
which is often made erroneously. Hypercholestero- 
lemia and other abnormalities in the circulating 
lipids are most marked in young patients with 
clinical coronary disease. It is suggested that the 
etiology of coronary disease is more closely related 
to disorders of the circulating lipids in young pa- 
tients than in older patients. At present there is no 
really effective or acceptable method of lowering 
hypercholesterolemia. Restrictions or alterations of 
the diet are monotonous and unpleasant, but 
studies of the addition of unsaturated vegetable 
oils to the diet are encouraging. Thyroid analogues 
and estrogens lower hypercholesterolemia, but the 
former probably increase myocardial metabolism, 
even in the absence of any effect on basal metabolic 
rate, and the latter induce feminization to a greater 
or less degree. There is no satisfactory evidence 
that reduction of hypercholesterolemia reduces 
mortality and morbidity or that it inhibits the 
atherosclerotic process in man. 


Anticoagulant Therapy in Acute Myocardial In- 
farction. R. L. Richards. Scottish M. J. 3:235-244 
(June) 1958 [Glasgow]. 


Many workers have suggested that anticoagulant 
therapy can effect a significant reduction in the 
mortality rate in the weeks immediately after an 


_ acute myocardial infarction, and that it can also 


lower appreciably the number of clinically detect- 
able but nonfatal thromboembolic complications. 
There have been few reports in which the effects 
of anticoagulant therapy upon the over-all mor- 
tality rate from myocardial infarction in 1 hospital 
or in a single medical unit have been studied. The 
author reports the results which have followed the 
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introduction of this therapy. The clinical material 
consisted of patients with acute myocardial infarc- 
tion admitted to the medical unit at the Western 
Infirmary, Glasgow, during the years from 1949 to 
1956. It included not only those patients in whom 
the primary diagnosis was myocardial infarction 
but also those patients who experienced an infarc- 
tion after admission for some other condition. The 
diagnosis was confirmed in all cases either by elec- 
trocardiography or at autopsy. 

Over a period of 13 years (1944-1956) the death 
rate from acute myocardial infarction remained 
remarkably constant; about a third of the patients 
died in the hospital in the first few weeks. The in- 
troduction of anticoagulant therapy was not fol- 
lowed by a significant alteration in the mortality 
figures. The present series is comparable with 
others in respect of the incidence of thromboem- 
bolic and hemorrhagic complications. It is pointed 
out that, even when a policy of giving anticoagu- 
lants to all patients with acute myocardial infarction 
is adopted, there will always be a proportion of pa- 
tients who cannot be so treated. The reasons for 
the high death rate and for the failure of antico- 
agulants to influence this are the large number of 
patients who die soon after admission (one-third of 
all deaths) and a high mortality rate in patients 
who, for one reason or another, cannot be given 
anticoagulants. The author suggests that, in some 
other reported series of patients treated with anti- 
coagulants, methods of case selection may have 
influenced the results. To obtain convincing proof 
of the beneficial effects of anticoagulant therapy 
in acute myocardial infarction, a reduction in the 
over-all hospital mortality rate should be demon- 
strable. The present investigation has not provided 
the evidence necessary to support this opinion. 


Coronary Arterial Occlusion and Its Myocardial 
Consequences in Coronary Atherosclerotic Cardi- 
opathy (A Study of 212 Cases). J. Himbert and J. 
Lenégre. Arch. mal. coeur 51:441-459 (May) 1958 
(In French) [Paris]. 


The relations between coronary and myocardial 
lesions were studied in 212 cases of coronary 
atherosclerotic cardiopathy. Investigations showed 
that 193 of the 212 hearts had sustained 517 occlu- 
sions, 281 of which were atherosclerotic and 236 
thrombotic in origin. These occlusions were dis- 
tributed as follows: anterior trunk, 211 (i. e., left 
coronary artery, properly speaking, 6; anterior 
interventricular artery, 205); right coronary artery, 
167; and left coronary artery, 139. The proximal 
arterial segments were affected in 292 instances, the 
middle arterial segments in 165, and the distal 
arterial segments in 60. Major myocardial lesions, 
notably transmural infarcts, were observed in 59% 
of the anterior trunk occlusions, in 46% of the right 
coronary artery occlusions, and in 27% of the left 
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coronary artery occlusions. They occurred in 51% 
of the proximal segment occlusions, in 27% of the 
middle segment occlusions, and in 16% of the distal 
segment occlusions. They were found in 35% of the 
atherosclerotic occlusions and in 65% of the throm- 
botic occlusions. The number of myocardial lesions 
in each heart increases in proportion to the number 
of occluded branches and occlusions, so that the 
average number of infarcts in each heart rises 
regularly from 0.66 for 1 occlusion to 1.40 for 6 
occlusions or more. These findings suggest that the 
type of arterial occlusion exerts a preponderant 
influence in the pathogenesis of myocardial lesions 
in coronary atherosclerosis. 


Clinical and Laboratory Observations in an Out- 
break of West Nile Fever in Israel in 1957. I.Spig- 
land, W. Jasinska-Klingberg, E. Hofshi and N. 
Goldblum. Harefuah 54:280-281 (June 1) 1958 (In 
Hebrew with English Summary) [Tel-Aviv, Israel]. 


The authors report on the clinical and laboratory 
findings obtained from 419 patients with West Nile 
fever which broke out in the summer of 1957 in the 
Shomron area. The study concerns 297 soldiers 
from this area, 65 children and adults in the town 
of Hadera and vicinity, and 49 aged persons from 
homes in Ein Shemer and Pardes Hanna. Attempts 
to isolate the West Nile virus directly from the 
acute-phase blood sample and complement-fixation 
and neutralization tests for West Nile virus on 
paired serums were carried out in 247 patients. 
The results disclosed West Nile fever in 88.9% of 
the soldiers, in 46.0% of the inhabitants of Hadera, 
and in 53.5% of the aged persons. The clinical pic- 
ture differed in the 3 groups. The course of the 
disease in the soldiers was characterized by fever, 
lymphadenopathy, and rash; in 1 patient meningo- 
encephalitis developed. The symptoms and signs 
were typical but rather mild among the majority 
of the children of Hadera and vicinity. In several 
children there was involvement of the intestinal or 
the respiratory tract; 2 patients developed meningo- 
encephalitis. The clinical picture of the disease in 
the aged was characterized by the absence of 
symptomatic signs typical of West Nile fever, and 
a high percentage of patients developed meningo- 
encephalitis. Of 49 aged persons, only 33 had fever 
of varying degree and duration, while 12 exhibited 
severe neurological signs and symptoms of meningo- 
encephalitis. These 12 patients recovered promptly, 
whereas 4 other aged patients developed impaired 
consciousness with signs and symptoms suggesting 
severe brain damage and died after a fulminating 
course. In 1 of these patients examination at 
autopsy revealed diffuse encephalitis. The appear- 
ance of complement-fixing antibodies was retarded, 
and the titer was lower in the aged than in the 
young. 
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Further Considerations on the Treatment of Tuber- 
culous Meningitis. C. Giova and A. Di Ruggiero. 
Riforma med. 72:558-560 (May 17) 1958 (In Italian) 
[Naples]. 


The authors report on the therapeutic results in 
2 groups of patients with tuberculous meningitis. 
A report on one group was prepared in 1954, 
whereas the other group included patients ob- 
served from 1954 until now. The first group con- 
sisted of 40 patients, 21 of whom died by 1954; 1 
more patient died during the second relapse. The 
period after discharge of the patients in the first 
group has varied from 5 to 8 years. During this time 
a blind patient partially regained his eyesight, a 
deaf patient has remained such, 1 patient who was 
discharged in good mental state is mentally defi- 
cient now, and 3 women have had children without 
complications. These results are probably perma- 
nent. 

The second group consisted of 25 patients, 10 of 
whom died. Tracheobronchial adenopathy was 
present in 9 patients, miliary process in 10, and 
nodular infiltration in 1. Both groups were given 
streptomycin calcium chloride or dihydrostrepto- 
mycin either by the oral route in daily doses of 20 
or 30 mg. per kilogram of body weight or by the 
intrathecal route in daily doses of 1 to 3 mg. per 
kilogram of body weight. Isoniazid was added to 
streptomycin in daily doses from 5 to 10 mg. per 
kilogram of body weight. Eighteen patients (45%) 
were cured in the first group and 15 (60%) in the 
second. Thus, better results in the treatment of 
tuberculous meningitis obtained in recent years are 
related to a more prompt correct diagnosis of the 
disease and to the use of better therapeutic 
methods. 


The Diagnosis of Cancer of the Pancreas, Biliary 
Tract, and Duodenum by Combined Cytologic and 
Secretory Methods: I. Exfoliative Cytology and a 
Description of a Rapid Method of Duodenal In- 
tubation. H. F. Raskin, J. Wenger, M. Sklar and 
others. Gastroenterology 34:996-1008 (June) 1958 
[Baltimore]. 


The authors describe a method of rapid intuba- 
tion of the duodenum for exfoliative cytological 
studies and report the results obtained in 203 pa- 
tients suspected of pancreatic or biliary carcinoma. 
A double-lumen radiopaque tube (the Diamond 
tube) has been found to be satisfactory. One lumen, 
the duodenal segment, extends 26 to 29 cm. beyond 
the shorter gastric section. A metal olive, weighing 
2.5 to 5.0 Gm., caps the distal end of the duodenal 
extension. After fasting overnight, the patient is 
given an intramuscular injection of 160 mg. of pen- 
tobarbital 1 hour prior to intubation. The tube is 
passed orally for a distance of 45 cm.; the metal 
olive is situated in the cardia. One end of a low 
bench or table is raised approximately 16 in. The 
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patient lies head elevated in the left lateral decubi- 
tus position and slowly swallows 15 cm. of addi- 
tional tubing. The excess tubing lies along the 
greater curvature. The patient then assumes a 
sitting position and bends forward at the waist as 
far as possible, taking several deep inspirations. 
This maneuver facilitates the entrance of the tip of 
the tube into the antrum as the anterior wall of the 
stomach falls away from the posterior wall. The 
procedure continues with the patient lying in the 
right lateral decubitus position with feet elevated 
for 5 minutes, during which time the tube will 
usually enter the duodenum. The patient is then 
placed on his back for an additional 3 to 5 minutes. 
During these last 2 steps, 10 to 15 cm. of additional 
tubing is slowly introduced. The location of the 
tube is determined fluoroscopically, and the tip is 
placed at the midportion of the third part of the 
duodenum. The gastroduodenal tube is then taped 
to the cheek to maintain position, and drainage is 
initiated with the patient lying on his back or right 
side on an examining table. Diagrams illustrate 
the different postures. 

Duodenal entrance time can in most instances 
be reduced to 15 minutes. Occasionally the maneu- 
ver must be repeated because of coiling of the 
tube; this twisting is often due to the fact that the 
tube is passed too rapidly. The double-lumen tube 
drains the alkaline duodenal content independently 
of the acid gastric secretion. Pancreatic secretion 
should not be collected until adequate gastric 
drainage has been completed. The introduction of 
200 ce. of air through the gastric lumen, followed 
by aspiration with the patient inclined toward 
the right lateral position, will facilitate complete 
emptying of the stomach. The gastric and duodenal 
tubes are then connected to a constant vacuum 
pump with pressure of 120 mm. Hg. The gastric 
juice is carried directly into a collecting jar and is 
discarded, but the duodenal aspirate is diverted by 
a simple trap which consists of 50-cc. plastic centri- 
fuge tubes immersed in an ice bath. The pH of 
both drainages are determined repeatedly in order 
to insure that the collections are separate. Carci- 
noma was demonstrated subsequently by either 
surgery or biopsy or at autopsy in 43 of the 203 
patients. Malignant cells were recovered in 28 of 
the 43 cases of pancreatic, biliary, gallbladder, and 
duodenal carcinoma. 


The Diagnosis of Cancer of the Pancreas, Biliary 
Tract, and Duodenum by Combined Cytologic and 
Secretory Methods: II. The Secretin Test. J. Wenger 
and H. F. Raskin. Gastroenterology 34:1009-1017 
(June) 1958 [Baltimore]. 


Whereas part 1 of these 2 papers was concerned 
with the duodenal intubation technique, the second 
paper is concerned with the secretion test and the 
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combined use of these 2 methods in 199 patients 
with suspected biliary or pancreatic carcinoma. In 
addition 3 patients with carcinoma of the pancreas 
were diagnosed by cytological study alone, without 
the secretin test, although secretin was used as a 
stimulant; 1 other patient with carcinoma was 
studied with the secretin test alone. When the com- 
bined cytological-secretory method was employed, 
1 unit of secretin per kilogram of body weight was 
injected intravenously over a 2-minute period after 
a 20-minute control collection period. Three 10- 
minute collections were placed in iced plastic 
tubes, centrifuged, and decanted into a graduate. 
The sediment was employed for exfoliative cyto- 
logical examination, and the fluid for bicarbonate 
and enzyme analysis. With previously published 
standards as a guide, the secretory rate was ex- 
pressed in terms of milliliters per kilogram of body 
weight for the 30-minute period after injection. The 
bicarbonate content was determined by means of 
the standard volumetric Van Slyke apparatus, 
checked against the manometric method on several 
occasions. 

Since many studies of enzyme output in the 
secretin test have varied considerably, a new 
and extremely sensitive lipase determination was 
adopted instead of the more commonly used 
methods; the results are calculated in terms of 
micromoles of a-naphthol liberated per hour from 
a subtrate of naphthyl laureate per milliliter of 
original sample. The “normal” values for volume 
output and bicarbonate concentration were ascer- 
tained in 15 patients without pancreatic disease as 
compared with the results in 9 patients with proved 
carcinoma of the pancreas, 2 with carcinoma of the 
common bile duct or gallbladder, and 10 with 
various nonmalignant gastrointestinal diseases. 
Normally the volume of duodenal fluid should 
exceed 1.1 ml. per kilogram in the 30-minute col- 
lection period after secretin injection; the bicar- 
bonate concentration should be 90 mEq. or greater 
in at least 1 of the 3 10-minute collections. The 
secretin test is most sensitive in tumors of the head 
and body of the pancreas. Abnormal results should 
always be interpreted with caution, as other disease 
entities or improper technique may give rise to 
“false-positive” findings. Analysis for pancreatic 
enzymes does not add appreciably to the diagnosis 
of pancreatic malignancy, and its omission will 
simplify the technique. Although slightly less sensi- 
tive than the secretin test, exfoliative cytology is 
important because of its high degree of specificity. 
For tumors of the biliary tract outside the pan- 
creas, cytological examination is an_ excellent 
method of establishing the diagnosis. An 86% accu- 
racy of diagnosis of carcinoma of the pancreas and 
biliary system was obtained through the combined 
use of the secretin test and exfoliative cytology. 
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Diagnostic Value of Radioactive Vitamin B,.. W. R. 
Pitney and J. B. Stokes. Australasian Ann. Med. 
7:126-131 (May) 1958 [Sydney, Australia]. 


Patients with pernicious anemia differ from nor- 
mal subjects in their ability to absorb vitamin B,. 
from the gastrointestinal tract. The absorption of 
radioactive vitamin B,». can be demonstrated in sev- 
eral ways. Some investigators measured the radio- 
activity excreted in the feces of their patients for 
several days after an oral dose of the vitamin. The 
recent introduction of radioactive vitamin B,. of 
high specific activity made it possible to measure 
plasma radioactivity several hours after the oral 
administration of the vitamin. Schilling in 1953 
introduced a urinary excretion test to ascertain the 
absorption of radioactive vitamin B,,.. When a small 
oral dose of radioactive vitamin B,, is absorbed 
from the intestine, little or no radioactivity appears 
in the urine. However, if a large parenteral injec- 
tion of nonradioactive vitamin Bs is given to the 
patient at the same time, or a few hours after the 
orally administered radioactive dose, radioactivity 
appears in the urine together with most of the in- 
jected vitamin. The urinary radioactivity excreted in 
24 hours is usually about one-third of absorbed 
radioactivity, and its measurement may be taken as 
an index of absorption from the intestine. 

The authors studied the intestinal absorption of 
orally administered radioactive vitamin B,, by a 
modified urinary excretion test. Subjects were given 
a standard oral dose of 0.6 mcg. of vitamin B,» la- 
beled with radiocobalt (Co*’). The mean 48-hour 
urinary radioactivity in 22 control individuals was 
23.9% of the oral dose. In 5 patients with megalo- 
blastic anemia due to folic acid deficiency, a similar 
mean excretion of 22.4% was found. In 15 patients 
with pernicious anemia in relapse, impaired absorp- 
tion of radioactive vitamin B,. was demonstrated. 
The mean urinary radioactivity was 2.4%. This was 
increased to 19.6% when the oral dose was given 
with an intrinsic factor preparation. Twenty-five pa- 
tients on maintenance therapy because of a previous 
diagnosis of pernicious anemia were studied. The 
diagnosis was disproved in 10 patients, who were 
shown to be able to absorb orally administered 
radioactive vitamin B,. normally. 


The Use of the Schilling Test in the Diagnosis of 
Pernicious Anemia and Allied Conditions. J. Abels, 
M. G. Woldring, J. J. M. Vegter and H. O. Nieweg. 
Nederl. tijdschr. geneesk. 102:869-873 (May 3) 1958 
(In Dutch) [Amsterdam]. 


The authors investigated the absorption of vita- 
min B,2 labeled with radioactive cobalt by employ- 
ing a modification of Schilling’s urinary excretion 
technique. Their studies were made on 20 patients 
with pernicious anemia and on a control group of 
30 patients. After giving 1 mcg. of vitamin By, 
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labeled with radiocobalt (Co **'*’') by mouth, the 
patients were given flushing doses of 1 mg. of 
nonradioactive vitamin B,. by subcutaneous in- 
jection 2 hours and 24 hours later. The urinary 
excretion of radioactivity amounted to an average 
of 29.2% (a range of 14.2 to 46.4%) in the 30 normal 
subjects, whereas in the 20 patients with pernicious 
anemia only an average of 1.8% (a range of 0.1 to 
4.4%) of radioactivity was excreted in the urine. 
Eighteen of the pernicious anemia patients were 
subsequently given 25 ml. of neutralized human 
gastric juice together with the orally administered 
dose of radioactive vitamin B,.. When this was 
done, the urinary excretion of radioactivity in- 
creased to an average of 21.2% (a range of 11.9 to 
35.9%), 

Vitamin B,, absorption is frequently impaired in 
patients with sprue. The authors found that in 4 
out of 5 patients the absorption defect was not cor- 
rected by the simultaneous administration of in- 
trinsic factor. They assume that renal dysfunction 
might be responsible for a decreased excretion. 
They conclude that the Schilling urinary excretion 
test of radioactive vitamin B,, is a reliable technique 
in the diagnosis of atypical pernicious anemia 
(neuropathy without blood dyscrasia or after re- 
mission) and in the differential diagnosis of megalo- 
blastic anemias. They illustrate this with some case 
histories. 


Principles of Prognosis in Patients with Hodgkin's 
Disease. L. Justin-Besangon, S$. Lamotte-Barrillon 
and D. Lubetzki. Semaine hdp. Paris 34:1698-1703 
(June 12) 1958 (In French) [Paris]. 


The authors examined from a histological and 
biological standpoint the duration of survival and 
prognosis in patients with Hodgkin's disease. Only 
patients in whom the diagnosis had been estab- 
lished by histological examination have been se- 
lected. The average time of survival in this series 
was 4 years and 1 month from the onset of the 
disease. Of 72 patients examined as to age at onset 
and survival, 6 were 50 years or older at onset, and 
3 of them died within less than 6 months. The dis- 
ease is of unfavorable character if it occurs at an 
advanced age, whereas in patients between the 
ages of 30 to 40 years it shows a more favorable 
course. This study reveals no statistically significant 
differences as to sex. Thirty-five men survived 4.29 
years, whereas 39 women survived an average of 
3.66 years. The average time of survival in 33 afeb- 
rile patients was 4.9 years and in 36 febrile patients 
3 years. The development of the disease showed 
no significant difference between patients in whom 
mediastinal adenopathy occurred in the initial stage 
and those showing no mediastinal adenopathy. It 
is impossible to base a prognostic evaluation on the 
histological aspect of the lesions. The same applied 
to both the results of skin reaction tests and those 
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of protein electrophoresis which are devoid of 
prognostic value. In 16 patients in whom anemia 
was present during the initial stage of Hodgkin's 
disease, the survival time averaged 2.33 years, where- 
as in those patients without anemia the average 
survival time approached 4.90 years. There were no 
significant differences in pregnant patients or in 
those patients exhibiting pruritus as to age at onset 
and survival time. No correlation exists between 
duration of survival and demonstration of negative 
skin tubercular reaction; on the contrary, the sur- 
vival time in those patients with a positive skin 
reaction was somewhat less than that in those with 
a negative reaction. Radiotherapy and nitrogen 
mustard therapy are considered the most effective, 
but the latter is accorded a somewhat higher rank 
in the therapeutic regimen. Dosage is variable and 
is of no prognostic value, as is the interval between 
the appearance of the initial signs and symptoms 
and their remission. The period of alleviation after 
the initial therapy is considered to be of great prog- 
nostic value. The patient is always liable to recur- 
rences and relapses, since no form of therapy has 
been found that insures permanent relief from 
Hodgkin’s disease. The existing therapeutic regi- 
mens have little, if any, effect on the duration of 
survival; however, they do provide some palliation. 


Giant Follicular Lymphoblastoma: Its Treatment 
with Radioisotopes. J. H. Lawrence and W. G. Don- 
ald Jr. Ann. Int. Med. 49:1-16 (July) 1958 [Lancas- 
ter, Pa.]. 


The authors report the clinical and pathological 
findings in 12 men and 8 women, between the ages 
of 32 and 65 years, with giant follicular lympho- 
blastoma; 16 of the patients were followed to death, 
2 are still living, and 2 were lost to follow-up. 
All the patients showed a fairly generalized in- 
volvement of lymph nodes, but the cervical lymph 
nodes only were initially involved in 11 patients. 
The spleen was enlarged in 17 patients, and the 
liver was enlarged in 8. Anemia was present in 14 
patients, and leukopenia in 11. Three patients had 
absolute lymphocytosis or “lymphemia.” One pa- 
tient had a typical chronic lymphocytic leukemia. 
There was a marked lack of correlation between 
the duration of the disease and the relative benign 
or malignant appearance of the lesions histologi- 
cally. Sixteen patients were treated with radio- 
phosphorus (P **). Small doses of P * ranging from 
1 to 5.1 mc. were given intravenously at intervals 
varying from 1 week to 2 months. The total dose 
given a single patient, successfully treated, varied 
from 6 to 44.3 mc. Five patients received this thera- 
py while in the terminal stage of their illness and 
showed no response. Eleven patients received ade- 
quate radiophosphorus therapy. Three patients 
showed excellent response, with complete remission 
occurring in 1 and nearly complete remission in 2. 
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Three patients showed good responses, with dura- 
tion of control lasting from 7 to 20 months. Three 
patients showed a fair response but required addi- 
tional local x-ray therapy for control. Two patients 
showed no response. The average duration of the 
disease in 10 of the 11 adequately treated patients 
who were followed to termination was 6.7 years, 
compared with the average duration of 6 years or 
less reported in the literature. Radiophosphorus 
therapy combined with local x-ray therapy, or 
alone, may be the treatment of choice in giant 
follicular lymphoblastoma and deserves serious 
consideration, particularly in those patients with 
widespread involvement. 


Plasma-Transaminase Activity as an Index of the 
Effectiveness of Cortisone in Chronic Hepatitis. 
E. N. O'Brien, A. J. Goble and I. R. Mackay. Lancet 
1:1245-1249 (June 14) 1958 [London]. 


Active chronic hepatitis is a relapsing inflamma- 
tory process believed to be a sequel to overt or sub- 
clinical viral hepatitis. The liver at autopsy presents 
the features of so-called postnecrotic cirrhosis. In 
some cases the lupus erythematosus (L. E.) cell test 
and the autoimmune complement-fixation test may 
be positive. Perpetuation of the hepatitis may de- 
pend on an immunological disorder and may be 
favorably modified by cortisone. In the absence of 
other visceral disease the level of glutamic oxalo- 
acetic transaminase in the plasma provides a sensi- 
tive index of the degree of liver-cell necrosis. 

In 16 patients with chronic liver disease, the rate 
of liver-cell necrosis was followed by serial estima- 
tions of glutamic oxaloacetic transaminase activity 
in the plasma before and during cortisone treatment. 
In 4 of 5 patients with active chronic hepatitis, a 
pronounced fall in transaminase levels coincided 
with cortisone treatment. In 5 patients with chronic 
liver disease of different etiology, there was no 
significant fall in transaminase value with cortisone 
treatment. This limited study supports the use of 
cortisone in acute exacerbations of active chronic 
hepatitis but sheds no light on the effect of cortisone 
on the ultimate outcome of the disease. It could be 
argued, however, that rapid control of the necrotic 
process might lessen hepatic scarring and dis- 
organization. 


Diagnostic Value of Serum-Transaminase Activity 
in Hepatic and Gastrointestinal Diseases. J. Pryse- 
Davies and J. H. Wilkinson. Lancet 1:1249-1253 
(June 14) 1958 [London]. 


Determination of serum glutamic oxaloacetic 
transaminase activity is widely used as a diagnostic 
test in acute myocardial infarction and diseases of 
the liver. The liver has been shown to be the main 
source of serum glutamic pyruvic transaminase. The 
work described here was done to find out whether 
the determination of serum transaminase activity 
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should be recommended for inclusion in the routine 
liver-function tests. More than 1,000 determinations 
were done on 226 patients and 50 healthy controls. 
The patients included 66 with ulcerative colitis, of 
whom 10 had hepatic complications, 13 with ob- 
structive jaundice, 15 with infective hepatitis, 27 
with either cirrhosis or chronic hepatitis, 27 with 
hepatic metastases, 11 with cholecystitis, 35 with 
miscellaneous diseases of the intestinal tract not 
involving the liver, and 25 without organic disease. 

The authors emphasize that the precision and 
sensitivity of the spectrophotometric method of 
determining serum glutamic oxaloacetic trans- 
aminase and glutamic pyruvic transaminase levels 
have been improved by the application of tempera- 
ture corrections. They suggest that values over 40 
serum glutamic oxaloacetic transaminase units per 
milliliter and 30 serum glutamic pyruvic trans- 
aminase units per milliliter be regarded as abnormal, 
provided that the results have been corrected to 25 
C (77 F). It was confirmed that high values (more 
than 500 units per milliliter) for both enzymes are 
characteristic of infective hepatitis and carbon tetra- 
chloride poisoning. Moderately raised values (100- 
300 units per milliliter) occur in obstructive jaun- 
dice, glandular fever hepatitis, and toxic hepatitis 
(excluding that due to carbon tetrachloride). Vari- 
able results were obtained in cirrhosis and liver 
metastases, but in 64% of the patients the serum 
glutamic oxaloacetic transaminase level was raised 
above normal values, whereas only about 40% 
showed increased serum glutamic pyruvic trans- 
aminase activity. Normal values were obtained in 
gastrointestinal diseases not involving the liver. 
The serum glutamic oxaloacetic transaminase level 
showed a moderate and transient rise (up to 300 
units per milliliter) in myocardial infarction, but 
in this condition the serum glutamic pyruvic trans- 
aminase level usually remained normal. Serum 
glutamic pyruvic transaminase activity was thus 
of considerable value in confirming the hepatic 
origin of serum glutamic oxaloacetic transaminase 
in certain cases. Used critically in conjunction with 
other liver-function tests, transaminase determina- 
tions were extremely useful. 


Contribution to the Study of Agammaglobulinemia 
and Hypogammaglobulinemia. M. Antonucci and 
P. Mugnaini. Minerva pediat. 10:427-431 (April 14) 
1958 (In Italian) [Turin, Italy]. 


The object of this study was to determine by 
electrophoretic measurement the incidence of pri- 
mary agammaglobulinemia and hypogammaglobu- 
linemia in infants and children who show extreme 
susceptibility to bacterial infection. This series in- 
cluded 1,098 infants and children, ranging in age 
from 58 days to 12 years, who were brought for 
observation to the University Clinic of Modena for 
recurrent episodes of sepsis, infections of the respir- 
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atory tract, and pyoderma. This investigation in- 
cluded as control all infants under 12 months of age, 
because some patients with this disorder have an 
immunological response similar to normal persons. 
Absence of or a diminution in the level of gamma 
globulins, accompanied by a low alpha globulin 
serum concentration, was found in 4 infants (3.64 
per mille), none of whom belonged to the control 
group. One infant, aged 2% months, had agamma- 
globulinemia, and the other 3, who ranged in age 
from 2 months to 2 years, had hypogamaglobuli- 
nemia. The 4 patients were brought to the clinic be- 
cause of an acute infection of the respiratory tract. 
Electrophoretic analysis of the serum of the rela- 
tives of the infant with agammaglobulinemia re- 
vealed normal concentration of serum components. 
Retarded means of producing gamma globulin were 
probably responsible for the disorder in this infant. 
He also had a low white blood cell count, which 
might be related to the hypoplasia of the lymphatic 
tissue, with the subsequent failure to produce anti- 
bodies. The infants with hypogammaglobulinemia 
were brought back to the clinic for observation be- 
cause of bronchopulmonary disturbances several 
times after the discharge. 


SURGERY 


The Effective Level of Lumbar Sympathectomy: 
As Determined by Electrical Stimulation at Opera- 
tion. W. C. Randall, W. J. Pickett, F. A. Folk and 
H. J. McNally. Ann. Surg. 148:51-58 (July) 1958 
[Philadelphia]. 


The technique of direct electrical stimulation of 
the sympathetic nervous system has been applied 
to man. Sweating responses were recorded simul- 
taneously from the complete circumference of the 
thigh, calf, and foot by the iodine starch paper 
technique. Sweating was widespread over the en- 
tire surface of the lower extremity in response to 
localized stimulation of the lumbar sympathetic 
system in some patients, while in others sweating 
was restricted to small areas, with marked variation 
in patterns of sweating as the position of the stimu- 
lation electrodes was shifted from one level to 
another. It is evident from the records of 2 different 
sympathetic trunks that a remarkable variation 
exists in the patterns of sympathetic (sudomotor) 
innervation of the lower extremity. In the first 
patient only sparse and scattered sweating was 
induced on any surface of the extremity, whereas 
profuse sweating was elicited on nearly all areas 
in the second patient, indicating that these seg- 
ments of each of the individual sympathetic trunks 
contained entirely different proportions of the total 
number of sudomotor fibers supplying the lower 
extremity. The variations present in response to 
electrical stimulation of the same segment in dif- 
ferent sympathetic trunks emphasize the fact that 
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the surgeon may not predict with assurance the 
extent or magnitude of sympathetic denervation 
which will result from extirpation of an arbitrarily 
designated ganglion or small segment of the lumbar 
sympathetic trunk, and point out the fallacy inher- 
ent in conventional procedures which dictate the 
extirpation of the same segment of the lumbar 
trunk in all patients. 


Chronic Regional Enteritis: A Survey of One Hun- 
dred Twenty-Six Cases Treated at the Massachu- 
setts General Hospital from 1937 to 1954. B. B. 
Jackson. Ann. Surg. 148:81-87 (July) 1958 [Phila- 
delphia]. 


This study represents a survey of 126 cases of 
chronic regional enteritis treated at the Massachu- 
setts General Hospital, Boston, from 1937 to 1954. 
The patients, 48% of whom were males, ranged in 
age from 10 to 77 years, with a mean age of 24 
years. The stomach and the duodenum were not 
involving the entire colon and occurred from 3 to 
areas in 25% of the patients. The colon was in- 
volved in 43%; 14 cases showed ulcerative colitis 
involving the entire colon and occurring from 3 to 
19 weeks after the diagnosis of regional enteritis; 
31% of the cases involved the cecum and ascending 
colon; 5% had disease in the transverse colon; an- 
other 5% had involvement of the descending colon; 
and 7% manifested enteritis in the sigmoid. The 
terminal ileum in its distal 15 to 20 cm. was involved 
in 55 (44%) of the patients, the remaining 56% 
having enteritis above this level in the terminal 
ileum, with one-third presenting proximal skip 
areas. Sixty per cent of the patients demonstrated 
a right lower quadrant mass, and 28% gave evi- 
dence of internal fistulas by x-ray study. The diag- 
nosis of regional enteritis can be suspected from 
the clinical history, the symptom complex usually 
consisting of malaise, easy fatigability, chills and 
fever, weight loss, right lower quadrant mass, peri- 
umbilical cramps, and frequent, foul, mushy stools. 
A right lower quadrant mass and/or rectal abscess, 
fissure, or fistula with the aforementioned symptom 
complex point toward regional enteritis. The diag- 
nosis can be made and confirmed by means of 
sigmoidoscopy, barium enema, and study of the 
small intestine, in that order. The over-all picture 
of malnutrition was discernible in approximately 
50% of the cases; microcytic hypochromic anemia 
appeared in 51%; macrocytic hyperchromic anemia 
was observed in 4 cases; hypocalcemia was seen 
in 25%; tetany was noted in 12%; and frank avita- 
minosis was observed in 11% of the patients in 
spite of supposedly adequate vitamin intake. 

In this series partial obstruction of the small 
intestine was the indication for operation in 93%, 
hemorrhage in 2%, perforation in 1%, and fistula 
in 4%. The mortality in 57 short-circuiting opera- 
tions was 7%, and 4.5% in 86 resections. Obstruc- 
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tion at the site of anastomosis was revealed in 14% 
of 143 operations. Only one-third of the patients 
proved to have regional enteritis at reoperation; 
obstruction in the remaining two-thirds was due to 
scar formation. An appendix can be excised safely 
in regional enteritis only if the ileocecal junction 
and the proximal 30 cm. of terminal ileum are free 
of disease, as the drainage of an abscess adjacent 
to loops of intestine with regional enteritis fre- 
quently (24 of 30 cases in this series) leads to a 
fecal fistula. Intractable anorectal complications are 
most satisfactorily handled with a permanent sig- 
moid colostomy. In the follow-up period, which 
ranged from 2 to 26 years, the recurrence rate 
averaged 55%, spontaneous remissions being ob- 
served in 1.6%. Resection gave good results in 60 
of 86 patients, as did excision of the terminal ileum 
and ascending colon in 70% when the disease 
process was restricted to this region, while seg- 
mental resection yielded favorable results in 50%. 
Short-circuiting procedures gave good results in 
52% of 48 patients, and medical treatment alone 
provided good results in 35% of 22 patients. The 
most virulent forms of regional enteritis occur in 
the second and third decades of life, and the poor- 
est results from all types of therapy occur in the 
same period. Patients free from the disease process 
longer than 4 years are considered to be perma- 
nently cured. 


High Defects of the Atrial Septum. F. J. Lewis. 
J. Thoracic Surg. 36:1-11 (July) 1958 [St. Louis]. 


Of 66 patients operated on for atrial septal de- 
fects at the department of surgery of Northwestern 
University Medical School in Chicago, a high defect 
was observed in 7 female and 5 male patients, be- 
tween the ages of 5 and 52 years. The high defect 
should be distinguished from the foramen ovale 
defect and from the persistent ostium primum de- 
fect because of its unique anatomic features. It is 
located just inferior to the superior vena cava. The 
superior edge of the atrial septum in this area is a 
sharp crescent which forms the inferior margin of 
the defect, but superiorly the defect has no definite 
margin, since there is no remnant of the septum 
above it. This defect is invariably associated with 
a partially anomalous, pulmonary venous drainage. 
In the first 2 of the 12 patients the diagnosis was 
made only in retrospect. In the third patient, there 
was a foramen ovale defect in addition to the high 
defect, so that the author was forced to see that 
the high defect was: a separate lesion; since then 
the high defect was recognized without trouble in 
the remaining 9 patients. 

The defect was repaired with the aid of a row of 
sutures placed so that the aberrant pulmonary 
veins were directed into the left atrium as the de- 
fect was closed. The defect was repaired through 
an incision in the upper part of the atrium and the 
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lower part of the superior vena cava. There were 
2 operative deaths among the 12 patients with high 
defects. Death resulted in a 55-year-old man from 
irreversible ventricular fibrillation on the operating 
table and was attributable to hypothermia, the 
technique used for these open heart operations. 
The second patient, a 26-year-old man, died of 
thrombosis of the superior vena cava, a complica- 
tion peculiar to the repair of this particular type of 
defect. Thrombosis originating at the site of the 
repair may occlude the superior vena cava as well 
as the pulmonary veins. Such complications oc- 
curred in 4 of the 12 patients. In order to avoid 
these complications one can forego complete cor- 
rection of the defect by leaving the abnormal con- 
nection of the right superior pulmonary vein to the 
superior vena cava. The patient on whom this type 
of operation was performed obtained an excellent 
clinical result, and his heart decreased in size. This 
operative technique is perhaps the safest method 
of repair at the present time. Another alternative 
to be explored involves anastomosis of the superior 
vena cava to the right atrium; this technique was 
used in 12 dogs, and the anastomosis was studied 
with angiograms in 7 animals. It remained open in 
6 of these, but the follow-up was not long enough 
to be satisfactory. 


Atypical Symptom-Sign Complex of Acute Pan- 
creatitis. ]. L. Donhauser and N. H. Bigelow. Am. J. 
Surg. 96:61-65 (July) 1958 [New York]. 


Abdominal pain, vomiting, and shock of varying 
degree, such as the catastrophic “pancreatic drama” 
described by Dieulafoy, are looked upon as typical 
of acute pancreatitis. However, a clinical review of 
cases with autopsy findings reveals that some se- 
vere attacks causing death show little of the picture 
given by Dieulafoy. An analysis of the clinical 
records of 21 patients, verified by autopsy, was un- 
dertaken by the authors to ascertain how often an 
accurate diagnosis was made or at least how often 
it reasonably could have been made. Four of the 
patients reviewed had no pain. Among the other 
patients pain was localized in the epigastrium in 4, 
in the right upper quadrant in 3, and in the left 
upper quadrant in 1; it was generalized over the 
abdomen in 6 and was precordial in 1. One patient 
was in shock, and 1 in coma. Thus, the site of pain 
or even its absence cannot be relied upon. Shock 
was present in only 3, and vomiting in only 10 of 
the 21 patients. Abdominal tenderness was noted 
in 15 of the patients. Rigidity of the abdominal 
muscles was present in 7 patients. Ten patients 
were obese, and 4 were addicted to alcohol. 

The use of laboratory tests cannot be overem- 
phasized. Hyperglycemia without glycosuria is an 
important sign. Although a rise in the serum amylase 
level may occur in various diseases, first considera- 
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tion should be given to the possibility of acute 
pancreatitis. Pancreatitis may be mistaken for car- 
diovascular disease, as was the case in 8 of the 
patients in this series. There may be a direct rela- 
tion between the pathological condition of the 
cardiovascular system and pancreatitis. Electro- 
cardiographic signs of heart disease were present 
in 5 of the 8 patients. The serum amylase content 
had been ascertained in only 1 of the 8 patients in 
whom pancreatitis had been mistaken for cardio- 
vascular disease. In any type of upper abdominal 
disorder of uncertain or obscure nature, determina- 
tion of the serum amylase value should be made. 


Tuberculous Fistula of the Esophagus: Two Cases 
Successfully Treated by Surgery. D. V. Pecora. 
J. Thoracic Surg. 36:53-57 (July) 1958 [St. Louis]. 


The author reports on a 48-year-old man and on 
a 26-year-old man with a tuberculous fistula of the 
esophagus, who were operated on at the State 
Tuberculosis Hospital in Ray Brook, N. Y. Both 
patients received antituberculous drug therapy 
which was undoubtedly important, since the tuber- 
culous disease had become inactive in both patients 
by the time surgery was performed. Traction 
diverticula occurred in the upper thoracic esopha- 
gus as a result of adjacent tuberculous adenitis in 
both patients. The late appearance of symptoms 
referable to the esophagus and the presence of a 
traction diverticulum seemed to indicate that in- 
fection was the prinicipal causative factor for the 
fistula in the first patient. Pott’s disease preceded 
the formation of the traction diverticulum in the 
second patient and probably was the causative 
factor for the diverticulum as well as the fistula. 

A modified Schede thoracoplasty was performed 
on the first patient. The esophageal fistula was 
identified, but it was inaccessible in the apex of 
the pleural space. Attempts to free the esophagus 
were unsuccessful because of extensive scarring. 
Five days later, a Witzel jejunostomy was per- 
formed. Two months after the surgical intervention, 
an esophagogram with iodized oil failed to reveal 
an esophageal fistula. In the absence of obstruction 
of the esophagus, healing of the fistula occurred 
rapidly. In order to defunctionalize the esophagus, 
a Stamm gastrostomy was performed on the second 
patient, and 5 weeks later the cutaneous fistula was 
excised down to the esophageal diverticulum. The 
excision of the fistula was unsuccessful, probably 
because of poor drainage of the diverticulum as a 
result of partial obstruction of the esophagus below 
that level. Since the patient did not wish to accept 
a permanent gastrostomy, a total esophagoplasty 
by means of the intrathoracic ascending colon was 
performed according to Mahoney and Sherman’s 
technique to permanently defunctionalize the 
esophagus. The esophagus was not severed near 


q 


Vol. 168, No. 4 


the cardia. At the time of his discharge from the 
hospital, the patient was able to take a regular diet 
without difficulty. 

Tuberculous esophagitis and its complications 
will sometimes heal with antituberculous drug 
therapy alone. However, surgical intervention may 
be necessary to correct mechanical factors, in which 
case every effort should be made to preserve as 
much esophageal function as possible. Occasionally, 
it may be necessary to create a bypass. Under these 
circumstances it does not seem necessary to extir- 
pate the diseased organ. 


Ganglioneuroma of the Cervical Autonomic Sys- 
tem. N. P. D. Smyth and V. P. Perna. A. M. A. Arch. 
Surg. 77:39-46 (July) 1958 [Chicago]. 


A 20-year-old white male patient was operated 
on for removal of a ganglioneuroma of the left 
superior cervical sympathetic ganglion. The patient 
was reported, on follow-up study 1 year later, as 
still experiencing the Horner syndrome that com- 
menced postoperatively. This is the 32nd instance 
of a documented cervical ganglioneuroma. The 
tumor occurs with equal frequency in either sex at 
any age but is twice as common in children, the 
vagal tumor occurring only in children. Twenty-six 
of the 31 cases reported in the literature involved 
1 or more of the sympathetic ganglions; 1, the caro- 
tid body; and 4, the ganglion nodosum of the vagus 
nerve. Excision is the treatment of choice to be fol- 
lowed by irradiation in the event of malignancy. 
Horner’s syndrome, permanent paralysis of the 
vocal cord on the affected side, and transient tachy- 
cardia and dysphagia are possible sequelae. 


Percutaneous Left Ventricular Puncture with Cath- 
eterization of the Aorta. H. A. Fleming, E. W. Han- 
cock, B. B. Milstein and D. N. Ross. Thorax 13:97- 
102 (June) 1958 [London]. 


Percutaneous puncture of the left ventricle for 
the assessment of patients with aortic stenosis has 
been carried out in 115 patients, and the technique 
itself was extended to include catheterization of the 
aorta via the left ventricle. It is desirable to cathe- 
terize the aorta for 2 reasons: 1. Pressure tracings 
recorded continuously during the withdrawal of 
the catheter tip from the aorta to the left ventricle 
may reveal the presence of an otherwise undetect- 
able subvalvular stenosis. 2. The systolic pressure 
gradient across the aortic valve is calculated more 
accurately from the aortic pressure pulse than from 
a peripheral arterial pulse. The catheter entered 
the aorta in 28 (78%) of the 36 cases immediately 
and without ventricular irritability. In 1 instance 
the catheter could penetrate only the subvalvular 
chamber, and in 2 other cases in which the aorta 
could not be entered autopsy revealed that the 
valvular orifice was tiny and situated peripherally 
in a great craggy mass of calcium. In 4 of the re- 
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maining 5 failures there was a significant degree 
of aortic regurgitation. In the present series 5 cases 
of subvalvular obstruction have been identified, 
none of which have yet come to operative confirma- 
tion. There were only 2 deaths attributable to left 
ventricular puncture in a total of 115 cases investi- 
gated. The classical postpericardiotomy syndrome 
occurred in 2 instances, which responded readily to 
prednisone therapy. A small number of patients suf- 
fered from severe pericardial pain at the time of 
the puncture, which was treated with intravenously 
administered pethidine and has not been accom- 
panied by any other signs. The authors suggest that 
this procedure be confined to patients in whom 
congenital subaortic stenosis is suspected, those 
without calcium in the valve, and those with a his- 
tory of systemic hypertension. 


Clinical Observations and Concepts on Mitral 
Commissurotomy. Huang Minh-Hsin, Chiang Shao- 
Chi and Yii Kuo-Juei. Chinese M. J. 76:415-425 
(May) 1958 [Peking, China]. 


The authors report on 231 mitral commissuroto- 
mies performed in the past 3 years. The movement 
of the major valve in the diaphragmatic-type valve 
lesion is responsible for the snappy quality of the 
first heart sound and for the opening snap. These 2 
sounds can be abolished by pressure exerted on the 
major valve, although pressure exerted against the 
minor valve induced no such change. In tight mitral 
stenosis it was not unusual to find these 2 sounds 
well localized over the left axillary region due to 
hypertrophy and clockwise rotation of the right 
ventricle. Satisfactory therapeutic results have been 
observed in 105 (86%) of the 122 patients followed 
more than 6 months after operation. Three of the 
105 patients were operated on because of a rapidly 
progressive cardiac decompensation within 5 months 
of parturition with gratifying results. Hoarseness in 
1 of the 3 patients with hoarseness of voice sub- 
sided within 1 month. Two patients with tight mitral 
stenosis, who presented mild jaundice of dual ori- 
gin (hepatocellular and obstructive) and did not 
respond to medical treatment, completely recovered 
within 10 days of the operation. No improvement 
could be discerned, either subjectively or objective- 
ly, in 17 patients (14%). The factors responsible for 
the unsatisfactory results in this series are as fol- 
lows: 1. Cardiac function was only slightly im- 
proved; thus, minimal or no subjective improvement 
was noticed postoperatively. 2. A moderate to 
marked degree of mitral insufficiency occurred in 
6 patients, and none of them showed appreciable 
benefit from operation. 3. Coexisting aortic involve- 
ment occurred in 6 patients. 4. Incomplete separa- 
tion of adherent valves or mere digital dilatation of 
the stenotic valve afforded only temporary improve- 
ment, with subsequent recurrence of all signs and 
symptoms. 5. The presence of rheumatic activity 
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either preoperatively or postoperatively gave poor 
operative results. The following postoperative com- 
plications were observed in a follow-up of 122 
cases: auricular fibrillation, 39 (32%); paroxysmal 
auricular tachycardia, 3; embolization, 4; pulmo- 
nary edema, 2; postoperative neurosis, 6; gyneco- 
mastia in male patients, 10; appearance of milk 
secretion in females, 3; and postcommissurotomy 
syndrome, 29. Cardiac arrhythmias were fairly 
common during mitral commissurotomy. Ventricu- 
lar flutter, which developed during clamping of the 
pericardium in 2 cases, terminated after rapid 
completion of valvulotomy. Chloroquine was found 
to be satisfactory in checking the various cardiac 
arrhythmias after mitral commissurotomy. No cor- 
relation was obtained between the number of Asch- 
off bodies in the auricular biopsy materials of 166 
cases and rheumatic activity. Thrombotic changes 
involving the auricular appendage were present in 
34%. In 10 cases of auricular fibrillation, 8 showed 
the presence of thrombus material. 


Prognosis in Cancer of Lung. K. Winge. Danish M. 
Bull. 5:147-152 (May) 1958 (In English) [Copen- 
hagen]. 


The material discussed is from the Central Dis- 
pensary for Tuberculosis serving the municipality 
of Copenhagen with its population of about 750,000. 
Compiled for the period from August, 1935, to 
December, 1955, it consists of 1,102 cases of bron- 
chogenic cancer of the lung in 999 men and 103 
women, with 70% of the patients aged from 50 to 
69 years. Of the total number, 826 patients had 
been referred to the Central Dispensary by their 
physicians; 183 patients were found on group exam- 
inations among apparently healthy persons; 55, on 
control examinations; and 38, on mass miniature 
roentgenogiaphy. Of the patients in the 3 last- 
named groups, 100 had had symptoms, sometimes 
marked, for a- shorter or longer time, but had re- 
mained at work with recourse to medical aid. No 
less than 926 (or 84%) of the patients had had symp- 
toms prior to the demonstration of the first suspi- 
cious roentgenograms in the Central Dispensary. 
By far the most common symptom was cough in 
89% of the patients; hemoptysis or blood-tinged 
sputum occurred in 24.4%; dyspnea, in 20%; pain, 
in 27%; and more indefinite symptoms of fatigue 
and loss of weight, in 41% and 26% respectively. 
The operability in cases with symptoms was approx- 
imately 25%, irrespective of the duration of the 
symptoms. Of the patients found on group exam- 
inations, 117 had béen without symptoms; here 61 
cases (or 52.1%) were operable. In evaluating the 
results, only the 982 cases diagnosed before Jan- 
uary, 1955, are included; the shortest period of ob- 
servation is thus nearly 2 years. Segmental resection, 
lobectomy, or pneumonectomy was performed in 
270 patients (or 27.5%). The 176 patients examined 
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from 1935 to 1944 have died. Of the 806 patients 
examined from 1945 to 1954, 67 survive; 62 have 
undergone operation, but 5 were considered to 
have inoperable disease. Of the 62, 5 have survived 
for 9 years, 3 for 8 years, 6 for 7 years, 7 for 6 years, 
8 for 5 years, 8 for 4 years, 8 for 3 years, and 17 for 
2 years. In the 1950-1954 period, 36.5% of the pa- 
tients could be operated on radically. In 1955, re- 
cent cases of cancer of the lung were found in 120 
patients; in 1956, 140 new cases were diagnosed. 
General practitioners are urged to send patients 
with catarrhal symptoms to tuberculosis dispensa- 
ries without delay and also all patients with he- 
moptysis, pain in the chest, and pneumonia, par- 
ticularly the recurrent type of pneumonia. 


Cardiomyectomy: Suggested Surgical Treatment of 
Cardiospasm According to Heller. W.-E. Schmidt. 
Chirurg 29:268-272 (June) 1958 (In German) [Ber- 
lin]. 


In the early forms of cardiospasm conservative 
methods are usually adequate. These include psy- 
chotherapy, medicinal treatment, and methods in- 
ducing local dilation. These methods prove ade- 
quate in about 80% of the cases. When conservative 
methods prove ineffective, surgical treatments be- 
come necessary. The author lists 17 different surgi- 
cal methods that have been recommended for the 
treatment of cardiospasm, and suggests that Hell- 
er's cardiomyotomy is probably the most promising, 
particularly if it is carried out by a transthoracic 
approach. Operations that involve an anastomosis, 
that is, Sauerbruch’s transthoracic and Heyrovski’s 
abdominal esophagogastrostomies, are also valu- 
able, particularly in the presence of esophageal 
dilatation not likely to regress. Most of the other 
surgical methods are only of historical value or are 
applicable only in exceptional situations. The au- 
thor compared the results obtained with the afore- 
mentioned 3 methods on the basis of 841 cases 
collected from 38 authors. Heyrovski’s method 
produced favorable results in 61% of the cases in 
which it was employed, Sauerbruch’s method in 
52%, and Heller's method in 86%. 

Occasional failures of Heller's operation are due 
to inadequate description of the technique in text- 
books or to the fact that the freeing of the esopha- 
gus or the myotomy was inadequate. A patient with 
an especially severe form of cardiospasm, with 
almost complete stenosis of the lower esophageal 
portion of the cardia, induced the author to extend 
Heller's operation. The patient was a 64-year-old 
woman. A sinistrotransthoracic exposure revealed 
extensive pleuropulmonary adhesions. After the 
mediastinal pleura had been opened, it was found 
that an indurated plaque, 1 cm. in thickness, sur- 
rounded the esophagus but was especially wide on 
the anterior side, reaching from the hiatus, a hand- 
breadth above it, and probably continued below 
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the hiatus. The diaphragm was slit, and in order to 
rule out a malignant lesion, a gastrotomy was per- 
formed. After a transverse incision had been made 
into the extramucosal layer of the esophagus im- 
mediately above the constriction, a plaque, measur- 
ing 12 by 2 cm., was resected down toward the 
hiatus, care being taken not to injure the mucosa. 
Four months after the operation roentgenoscopy 
revealed a free passage. Histological examination 
of the surgical specimen revealed displacement and 
reduction of the muscular elements, edema, round- 
cell infiltration, and sclerosing inflammation. The 
advisability of such an extensive section of the wall 
may be questioned, but it was necessary to free the 
esophagus, and the result justified it. 


Clinical Patterns of Peptic Ulcer After Sixty. C. W. 
Cutler Jr. Surg. Gynec. & Obst. 107:23-30 (July) 
1958 [Chicago]. 


While peptic ulcer develops most frequently in 
patients in the active middle years of life, a consid- 
erable number of patients seek relief from the dis- 
tress of gastric and duodenal ulcers and their com- 
plications after the age of 60 years. This was 
exemplified by the fact that 430 of 3,049 patients 
with peptic ulcer whose cases were recorded at the 
Roosevelt Hospital in New York during the 16 years 
from 1940 through 1955 were hospitalized after 
they were 60 years old. This group included 319 
men and 111 women. Duodenal ulcer existed in 286 
patients, gastric ulcer in 126, marginal ulcer in 10, 
and both duodenal and gastric ulcers in 8. During 
the same period 176 patients past 60 years of age 
were admitted for cancer of the stomach. The inci- 
dence of malignant neoplasm was 41% higher than 
that of gastric ulcer. The gastric ulcers were local- 
ized on the lesser curvature in 121 patients and on 
the greater curvature in 5. Of the duodenal ulcers, 
34 were deep, penetrating the intestinal wall, and 
in 6 instances they invaded other organs. The pres- 
ence of arteriosclerosis was recorded in 186 (or 
43%) of the patients. Relatively few ulcers devel- 
oped for the first time after the age of 60, and these 
often manifested themselves by severe hemorrhage 
or by perforation sometimes without premonitory 
complaint. The most frequent of the late complica- 
tions of ulcer creating a true emergency was hemor- 
rhage, and in a fair proportion of cases bleeding 
had occurred before, perhaps periodically, over a 
period of years. Cases in which bleeding was the 
first ulcer symptom occurring after the age of 60 
were likely to be particularly severe. Perforation of 
the stomach or duodenum was the second serious 
emergency in point of numbers, and it usually oc- 
cured in old and chronic cases of ulcer and less 
frequently as the result of late-developing ulcera- 
tion. Obstruction of the stomach, while a less acute 
emergency, still demanded active treatment. These 
patients had long-standing ulcer complaints. There 
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was a larger group of patients with symptoms of 
many years’ duration whose tolerance had been 
exhausted and who sought relief from the intracta- 
bility of the ulcer. 

Hemorrhage, especially if massive or recurrent, 
demanded surgical intervention. Subtotal gastrec- 
tomy was justifiable and safer than permitting 
continuance of bleeding, and in the great majority 
of such cases it was successful. In perforation of 
the stomach or duodenum, simple closure was the 
safest operation. In obstruction and intractability, 
unless the patient’s status was favorable and there 
was reasonable assurance of the safety of subtotal 
gastrectomy in the individual case, it seemed best 
to be content with the employment of a less hazard- 
ous, if less ideal, procedure except when cancer 
was suspected. In hemorrhage, unless massive and 
continuing or recurrent, in obstruction of moderate 
degree, and in many cases of intractability—except 
perforation—the results of medical therapy, as dis- 
tinct from surgery, were often adequate. 


Results of Gastrectomy for Ulcer: Statistics of 400 
Cases. A. Bonniot, J. Bonnet-Eymard and Y. Bou- 
chet. Lyon chir. 54:343-353 (May) 1958 (In French) 
[Lyon]. 


The Hoffmeister-Finsterer gastrectomy was per- 
formed on 400 patients with gastroduodenal ulcer. 
The immediate results were as follows: postopera- 
tive deaths, 1.5%, and postoperative complications, 
3.5%. Eleven patients died later of different causes. 
Follow-up of 255 patients over a period of from 2 
to 11 years showed that 238 (93%) recovered com- 
pletely and that 74% were free from complications 
of any kind. Half of the patients have recovered 
more than their preoperative weight, and of the 
other half only 10% failed to recover their pre- 
operative weight. Ninety per cent have resumed 
their regular work, but 10% have had to look for 
an easier occupation. Pulmonary tuberculosis de- 
veloped in 7 patients, but this was apparently not 
due to the operation, because there is often a con- 
nection between pulmonary tuberculosis and gastric 
ulcer for which no operation has been performed. 
The Hoffmeister-Finsterer gastrectomy appears to 
be a successful operation; the risks are very slight, 
and it is highly probable that the results will be 
good. 


Late Results after Gastric Resection According to 
Pélya. O. Noring. Nord. med. 59:694-698 (May 15) 
1958 (In Danish) [Stockholm]. 


From 1944 to 1953, 184 gastric resections were 
performed according to Pélya’s method on patients 
with ulcers (95 of them being 50 years of age or 
over) at the Central Hospital in Hillerg. Fifteen 
patients had been operated on earlier because of a 
perforated ulcer, 36 had had complicating dis- 
orders before the operation, and in 13 the ulcer had 
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undergone malignant degeneration. There were 5 
postoperative deaths. Of the 166 patients with be- 
nign ulcer, 161 were followed up in 1957; 96 re- 
ported complete freedom from symptoms, 54 were 
improved, and 11 were not improved. Of the re- 
maining 5 patients, 1 had died as the result of a 
traffic accident and 1 of coronary thrombosis; 3 
were not traced. Slight or moderate dumping symp- 
toms were present in 3.1% and recurrent ulcers in 
1.2%. The investigation confirms that the prognosis 
is good in patients with pyloric stenosis. The author 
concludes that, in the face of the grave ulcer com- 
plications of hemorrhage, pyloric stenosis, and 
malignant transformation, there is no better treat- 
ment than the surgical, and even considerable 
nervous or neurotic features in the patients do not, 
as a rule, constitute decisive contraindications. 


Arterial Aneurysms of the Internal Carotid Artery 
and Its Bifurcation: An Analysis of 69 Aneurysms 
Treated Mainly by Direct Surgical Attack. G. af 
Bjorkesten. J. Neurosurg. 15:400-410 (July) 1958 
(Springfield, Ill.] 


The author reports on 30 male and 35 female 
patients, between the ages of 11 and 68 years, with 
60 aneurysms of the internal carotid artery and 9 
aneurysms of the carotid bifurcation, who were 
admitted to the department of neurosurgery of the 
Finnish Red Cross Hospital in Helsinki. Two of the 
65 patients had bilateral aneurysms, and 1 had 3 
aneurysms on the same side. Seventeen patients 
were not operated on; 11 of them died, and all but 
1 died of recurrent hemorrhage. Four patients were 
treated by ligation of the internal carotid artery. 
Three of them had an infraclinoid and 1 had a 
supraclinoid aneurysm. Two patients tolerated the 
operation well and did well 6 and 5 years, respec- 
tively, after the ligation; in the other 2 patients the 
ligature had to be reopened because of hemiplegia, 
and 1 of them died. In the remaining 44 patients, 
46 aneurysms were attacked intracranially. Nearly 
all the operations were performed with the aid of 
intratracheal anesthesia and controlled hypotension 
with trimethaphan (Arfonad). Ligature of the aneu- 
rysmal stalk with linen thread or with a silver clip 
was performed whenever possible. There were 4 
operative deaths. Of the 40 patients surviving the 
intracranial operation, 2 died during the follow-up 
period which varied between 3 months and 4% 
years. Both these deaths were regarded as caused 
by the operation. Thus, the total mortality rate 
was 14%. Twenty-one patients made a complete 
recovery, with their work capacity fully restored. 
The work capacity was impaired in 10 patients, 
and 1 patient was totally disabled. The advantages 
of direct surgical attack on aneurysm of the internal 
carotid artery are stressed. In an addendum the 
author reports briefly on an additional 33 patients 
with aneurysms of the internal carotid artery, in 18 
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of whom ligature of the aneurysmal stalk was per- 
formed with thread or clip. None of the 18 patients 
died. Postoperative hemiparesis occurred in 1 of 
the 9 patients in whom the aneurysms were clipped, 
and hemiplagia caused by postoperative thrombosis 
occurred in 1 of the 9 patients in whom the aneu- 
rysms were ligated with thread. 


Complications in the Surgery of Internal Carotid 
Artery Thrombosis. L. J. Lemmen, J. S. Davis and 
L. L. Radnor. J. Neurosurg. 15:438-446 (July) 1958 
(Springfield, Ill.]. 


The authors report on 3 men and 1 woman, be- 
tween the ages of 36 and 60 years, with thrombosis 
of the internal carotid artery as a manifestation of 
diffuse vascular disease, who were operated on at 
the Veterans Administration Hospital in Pittsburgh 
in an attempt to alleviate neurological symptoms 
which followed complete thrombosis of this vessel. 
Thrombectomy was performed on the first patient 
with bilateral thrombosis of the internal carotid 
artery, resulting in facial palsy and hemiplegia on 
the right side, but there was no retrograde flow of 
blood from the internal carotid artery, and the 
neurological findings did not change from those on 
admission. In the second patient with complete 
left central facial palsy and spastic hemiplegia on 
the left side, complete occlusion of the internal 
carotid artery was found and a thrombus, 2 cm. in 
size, was removed. During removal of the clot the 
internal carotid artery was torn, and this vessel 
was closed by sutures at the bifurcation. An anas- 
tomosis of the external carotid artery to the internal 
carotid artery was made above the site of the 
thrombosis. Three weeks after the operation ex- 
ploration of the anastomosis disclosed a complete 
thrombosis of the common, internal, and external 
carotid arteries. Removal of a thrombus from the 
proximal and distal ends of the bifurcation did not 
result in a flow of blood. Ten months later the pa- 
tient had increased spasticity in the left leg and 
arm. The third patient had complete motor aphasia, 
ptosis of the left eyelid, right-sided facial weakness, 
hemiparesis on the right side, and hypesthesia over 
the right half of the body; percutaneous angiogra- 
phy revealed an occlusion of the left internal carotid 
artery. A thrombus, 5 cm. in length, was removed 
from the vessel, but no retrograde blood flow was 
obtained, and repeated angiography on the operat- 
ing table revealed a block in the artery at the base 
of the skull. On reexploration a thrombus was found 
between the previous opening in the internal caro- 
tid artery and the common carotid artery. The 
internal carotid artery was torn during removal 
of the thrombus. Left frontal osteoplastic crani- 
otomy with the aid of hypothermia revealed a 
thrombus in the supraclinoid portion of the 
internal carotid artery. Hemiplagia and aphasia 
persisted, and the patient died 1 week after the 
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surgical intervention. The fourth patient had sudden 
onset of aphasia, right-side facial palsy, and hemi- 
paresis on the right side. Percutaneous angiography 
revealed a complete occlusion of the left internal 
carotid artery and partial occlusion of the external 
carotid artery. A thrombus, 6 cm. in length, was 
removed through a l-cm. incision in the common 
carotid artery, 0.5 cm. below the bifurcation. Fair 
retrograde bleeding occurred from the external 
and internal carotid arteries, but an angiogram 
made on the operating table revealed a persistent 
occlusion in the internal carotid artery. An addi- 
tional clot was removed from this vessel, followed 
by brisk bleeding from the vessel. The patient was 
given heparin intravenously after the first thrombus 
was removed. There was progressive improvement 
in neurological findings, and the patient's condition 
was maintained with warfarin (Coumadin) sodium, 
there being daily determinations of prothrombin 
time. Death occurred suddenly on the 10th post- 
operative day. Autopsy revealed multiple hemor- 
rhages as a result of a vascular diathesis incident 
to the anticoagulant therapy. 

Thrombectomy does not alter the basic patho- 
logical process of diffuse vascular disease, so that 
further symptoms from this disease may be antici- 
pated. Limitations in surgical therapy were demon- 
strated in the first patient with bilateral thrombosis 
of the internal carotid artery and in the third patient 
with intracranial extension of the thrombosis of the 
cervical internal carotid artery. The advantages of 
thrombectomy through the common carotid artery 
were indicated in the fourth patient. Retrograde 
flow of blood from the internal carotid artery was 
not an index of complete removal of the thrombus, 
and the importance of concurrent angiography is 
emphasized. The hazards of anticoagulant therapy 
after successful thrombectomy were illustrated by 
the fatal hemorrhages observed at autopsy in the 
fourth patient. 


Nephrogenic Hypertension (Goldblatt Kidney) Fol- 
lowing Operative Trauma to the Renal Artery. R. R. 
McDonald, D. E. Szilagyi, and R. F. Smith. Circu- 
lation. 18:71-75 (July) 1958 [New York]. 


The authors report on a 59-year-old man ad- 
mitted to the Henry Ford Hospital in Detroit for 
the evaluation of an asymptomatic aneurysm of the 
abdominal aorta that was verified by a translumbar 
aortography. During the dissection of the anterior 
surface of the aneurysm, approximately 2 cm. distal 
to the level of the left renal vein, an artery, 5 mm. 
in diameter, was inadvertently incised. This was 
immediately repaired without incident by means 
of 3 interrupted 5-0 arterial silk sutures. Further 
dissection identified this artery to be an aberrant 
main right renal artery. The aneurysm was then 
resected and replaced with a fresh aortic homo- 
graft. During the immediate as well as the later 
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postoperative period, the patient developed malig- 
nant arterial hypertension, as well as a thrombosis 
of the right renal artery. The patient was cured by 
right nephrectomy. 

The thrombosis of the right renal artery after 
operative injury set off a chain of events closely 
duplicating the arterial hypertension observed by 
Goldblatt after constriction or occlusion of the 
renal arteries in experimental animals. The resulting 
hypertension was severe, fulminating, prolonged, 
and resistant to treatment by hypotensive and gan- 
glion-blocking agents; it was associated with pulmo- 
nary edema, myocardial infarction, and impairment 
of the renal function. Nephrectomy brought about 
a return of the blood pressure to normal levels. The 
concentration of renin in the removed kidney was 
34 times greater than normal. 


Clinical and Surgical Aspects of Pancreatic Pseudo- 
cyst: Analysis of Fifty-eight Cases. J. M. Waugh and 
T. E. Lynn. A. M. A. Arch. Surg. 77:47-54 (July) 1958 
[Chicago]. 


In the authors’ series of 58 cases there were 35 
men and 23 women. Forty-eight of the patients 
were between the ages of 30 and 60 years, and 4 
patients were less than 25 years old. A pancreatic 
pseudocyst developed in 3 of the latter after trauma 
to the abdomen. The 2 etiological factors more com- 
monly associated with the development of a pseu- 
docyst of the pancreas are inflammation and trauma. 
Inflammation is considered to be the forerunner of 
a pseudocyst more often than trauma, as 15 patients 
were found to have had acute or subacute pan- 
creatitis at the time of operation, 6 other patients 
had a preoperative diagnosis of acute pancreatitis, 
and 37 patients presented histories compatible with 
recurrent episodes of acute pancreatitis. Twelve 
patients were found to have pathological conditions 
of the biliary tract at operation, 7 of the 12 pre- 
senting stones in the common duct. Eleven patients 
gave histories of excessive consumption of alcohol, 
and in 2 patients a perforating peptic ulcer was 
thought to have initiated the pancreatitis. Six pa- 
tients related the onset of their symptoms to an 
episode of severe trauma. 

In this series 31 patients had severe pain, 21 had 
moderate or mild pain, and 6 had no pain; 5 of 
these had a palpable mass in the abdomen, and 1 
had jaundice. The pain, reported as being inter- 
mittent in nature with a wide variation in frequency 
and duration by 36 patients, was located in the epi- 
gastric region in 34 patients, in the left upper 
quadrant in 9, and in the right upper quadrant in 
17. Only 2 patients reported having pain in the 
lower part of the abdomen. Pain extending straight 
through the body to the back was experienced by 
15 patients. Vomiting was present in 9 patients, and 
evidence of high intestinal obstruction was the 
prominent symptom in 6. Of the 58 patients, 35 
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had a palpable mass at examination, and the pres- 
ence of a mass was questioned in an additional 3. 
The mass, when present, was found in the upper 
portion of the abdomen in all cases, being located 
in the epigastrium in 14, in the left upper quadrant 
in 14, and in the right upper quadrant in 10. Jaun- 
dice of the obstructive type was present in 5 pa- 
tients, and 12 of the 58 patients were found to have 
diabetes mellitus. Roentgenologic examination dis- 
closed a mass in the upper part of the abdomen in 
21 patients, and 9 patients had evidence of calcifica- 
tion in the region of the pancreas. A preoperative 
diagnosis of pancreatic pseudocyst was considered 
in 28 of the 58 cases in this series in contradistinc- 
tion to the 9 preoperative diagnoses reported by 
Brilhart and Priestley in a study of 44 cases. 

A variety of procedures has been employed in 
the surgical management of pseudocyst of the pan- 
creas. In the reported series of 58 patients, incision 
and drainage were employed in 23 cases, incision 
and marsupialization in 17, complete excision in 9, 
internal drainage in 8, and evacuation of the cyst 
in 2. Total extirpation of the cyst gives excellent 
results but is seldom feasible because of its adher- 
ence to surrounding structures and to the pancreas 
itself. External drainage of the cyst is the treatment 
of choice in the majority of cases. Recurrence of 
the cyst can be prevented by drainage for a suff- 
cient period of time. Internal drainage, although a 
more extensive procedure, may be the procedure 
of choice in selected cases. 


Three Years’ Experience with Peripheral Arterial 
Grafts of Crimped Nylon and Teflon. W. S. Edwards 
and C. Lyons. Surg. Gynec. & Obst. 107:62-68 (July) 
1958 [Chicago]. 


In the department of surgery of the Medical Col- 
lege of Alabama, Birmingham, the first crimped 
nylon graft was inserted to replace an arterioven- 
ous fistula of the common femoral artery in Oc- 
tober, 1954. Between this date and Jan. 15, 1958, 
50 additional grafts have been used in the arteries 
of the extremities on this service. In this series of 
51 cases, replacement grafts were used in 8 arterial 
injuries, 1 arteriovenous fistula, 3 popliteal aneu- 
rysms, and | traumatic aneurysm of the axillary 
artery secondary to long-term use of a crutch. Res- 
toration of blood flow was accomplished in each of 
these 13 cases. 

Thirty-eight grafts were used as a bypass around 
segments of obliterative arteriosclerosis. Only those 
grafts with outflow into the superficial femoral, 
popliteal, or brachial artery were included in this 
study. There were 7 early graft occlusions. In the 
31 patients of the arteriosclerotic group who were 
discharged with patent grafts, 4 grafts failed from 
4 to 17 months after insertion. Three of these late 
failures consisted of sudden occlusions; 1 was an 
anastomotic leak followed by thrombosis. Forty- 
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three of the grafts were of nylon, and in the last 7 
of the bypass grafts Teflon was used. All grafts were 
crimped to avoid kinking. The Teflon graft is easier 
to handle and suture than crimped nylon and is 
made of the most inert synthetic fiber now known. 


Experience with Shunting Procedures for Portal 
Hypertension. P. F. Partington. Surg. Gynec. & 
Obst. 107:37-46 (July) 1958 [Chicago]. 


Forty patients were operated on for portal hyper- 
tension between April, 1949, and June, 1957. In all 
but 3 patients the operation aimed at prevention of 
severe recurring gastrointestinal hemorrhages. The 
remaining 3 patients were operated on for marked 
splenomegaly. This was associated with hypersple- 
nism, purpura, and ascites in 2 and no symptoms in 
1. Splenorenal or portacaval shunts were performed 
in 27. A shunt was considered impossible or contra- 
indicated in the remaining 13 patients. Initially 
acute esophageal bleeding was treated with the 
Sengstaken-Blakemore tube, but recurrent bleed- 
ing, coma, and death occurred in over half of the 
patients so treated. Three selected patients were 
then treated by transesophageal ligation of varices, 
with cessation of bleeding and no mortality. 

Criteria of suitable preparation for shunting in- 
cluded disappearance of jaundice and most, if not 
all, of the ascites, a serum albumin level of 3 Gm. 
or more per 100 cc., a Bromsulphalein retention of 
not over 25%, a hemoglobin value of 10 Gm. or 
more per 100 cc., and no significant bleeding for a 
month preoperatively. Percutaneous splenoporto- 
grams and portovenograms were useful in the se- 
lection of the most suitable shunt. Portacaval shunts 
were performed 12 times: side-to-side in 4 patients, 
end-to-side in 2, and with the interposition of a 
segment of superficial femoral vein in 6. Spleno- 
renal shunts end-to-side were performed 15 times. 
There were 2 operative deaths. Seven additional 
patients died in from 10 to 60 months, none of re- 
current bleeding. All but the last 3 patients oper- 
ated on were followed up for between 1 and 6 
years. Of the 4 patients who bled postoperatively, 
2 had vein grafts, 1 had a splenorenal shunt for 
schistosomiasis, and 1 bled after splenorenal anasto- 
mosis until resection of a benign gastric ulcer. 


Determination of Portal Pressure by Means of Cath- 
eterization of the Hepatic Vein and by Direct Punc- 
ture During Operation. E. S. Biicher!, J. Koncz and 
R. Biicherl. Chirurg 29:241-245 (June) 1958 (In Ger- 
man) [Berlin]. 


The authors refer to a report by Myers and Tay- 
lor, who in 1951 demonstrated that by introducing 
a catheter through the vena cava and into a hepatic 
vein until the latter was completely occluded they 
were able to ascertain the portal venous pressure. 
The authors used this method in 32 patients. The 
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catheter was introduced through the right atrium 
and the inferior vena cava. The first object of these 
studies was to ascertain to what extent the pressure 
values that are registered in the presence of an oc- 
cluded hepatic vein correspond with the actual 
pressure in the portal vein. “Normal values” in the 
blocked and (by retraction of the catheter) “de- 
blocked” hepatic vein as well as in the inferior vena 
cava were ascertained in 7 patients without hepatic 
disorders. The values ascertained corresponded 
with those determined in the literature. 

In patients with hypertension of the portal vein, 
the authors obtained somewhat higher values than 
had been ascertained by other investigators. The 
authors feel that their selection of patients was to 
a certain extent responsible for these differences. 
In 15 patients with intrahepatic portal vein hyper- 
tension, it was possible to compare the preopera- 
tively obtained pressure values in the blocked 
hepatic vein with the direct measurements obtained 
in the portal vein during operation. The latter were 
generally somewhat lower than were those ob- 
tained by catheterization of the hepatic vein. The 
authors feel that, despite these slight differences, 
the catheterization of the hepatic vein can be re- 
garded as a method that provides reliable informa- 
tion about the pressure in the portal vein. 


Dislocation of the Atlas on the Axis: The Value of 
Early Fusion of Cl, C2 and C3. E. Alexander Jr., 
H. F. Forsyth, C. H. Davis Jr., and B. S. Nashold Jr. 
J. Neurosurg. 15:353-371 (July) 1958 [Springfield, 
il.]. 


The authors report on 25 patients, between the 
ages of 21 months and 75 years, with fractures of 
the odontoid process of the axis. There were 22 
men, 2 women, and | infant. The fractures were 
the direct result of motor-vehicle accidents in 16 
patients. Falls from a height were the cause of the 
fractures in 5 patients. One patient was thrown 
against a building by a cow. One fracture was the 
result of metastasis of a carcinoma of the prostate 
to the body of the axis. The 2l-month-old infant 
had either trauma to the neck at birth or an in- 
fection about the neck. One patient sustained a 
spontaneous fracture in association with severe 
rheumatoid arthritis. A decompressive laminectomy 
was performed on the infant. Fusion of the occiput 
to the 3rd cervical vertebra was performed on the 
patient with metastatic carcinoma. Two patients 
were treated by surgical fusion between the axis 
and the atlas only. Fusion of C-1, €-2, and C-3 was 
performed on 12 patients. Seven patients were 
treated by traction, followed by further rigid im- 
mobilization for varying lengths of time. Two 
patients did not receive specific treatment (immo- 
bilization, traction, or surgery) for their fractures 
of the odontoid process. 
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The infant died within 24 hours, and the man 
with metastatic carcinoma of the prostate died 
within 14 days after the operation; 3 patients treated 
by traction died within 13 days to 9 months after 
injury. Fractures of the odontoid process are asso- 
ciated with dislocations of the atlas on the axis and 
carry a high mortality if associated with acute in- 
jury to the cervical spinal cord. The immediate 
mortality is low if there is no severe injury to the 
cervical spinal cord, i. e., if the patient reaches the 
hospital in satisfactory neurological condition. With 
prolonged immobilization of the head and _ neck, 
some fractures of the odontoid process undergo 
solid healing apparently, but the period of disability 
is lengthened. Late neurological complications, 
with occasional death up to 30 years after unsatis- 
factory healing of a fractured odontoid process, 
have been reported frequently in the past and are 
serious enough to warrant operative fusion to pre- 
vent future dislocation of the atlas on the axis. 

Of the 15 patients on whom operative fusion was 
performed, only 1 (the patient with metastatic car- 
cinoma of the prostate) died, death resulting from 
a pulmonary embolus. The operative method of 
fusion of C-1, C-2, and C-3, with the iliac bone for 
grafting and, more recently, ribs from a bone bank, 
proved satisfactory in the 12 patients in whom it 
was employed. It was performed from 8 days to 3 
months after injury, and the patients were followed 
for periods ranging from 3 months to more than 6 
years. Experience gained from this relatively large 
group of surgically treated patients leads to the 
conclusion that early surgical fusion in a patient 
with fracture of the odontoid process protects the 
patient from the late sequelae of atlantoaxial dis- 
location. Fusion can be done with much shorter 
hospitalization and earlier return to useful employ- 
ment than with prolonged traction and immobiliza- 
tion which do not assure solid healing of the 
fractured odontoid process. 


Principles in the Surgical Management of Mass 
Casualties. H. H. Ziperman. A. M. A. Arch. Surg. 
78:1-9 (July) 1958 [Chicago]. 


The medical management of large numbers of 
sick or injured, whether they result from epidemic 
disease, combat, or disaster, involves the establish- 
ment of an organization that takes into considera- 
tion every essential of proper care. This orderly 
process of medical management insures that, wher- 
ever possible, each patient will receive treatment 
in proportion to his degree of morbidity and dis- 
ability, and under no circumstances will the lives 
of the many be jeopardized by the medical needs 
of the one or the few. The initial management of 
the injured en masse is a surgical problem entailing 
the sorting of casualties to determine priority for 
treatment, evacuation, and return to duty; it entails 
the emergency treatment of those wounded in order 
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to save life and limb; it entails the surgical treat- 
ment of those injured requiring operation; and it 
entails the postoperative management of those cas- 
ualties submitted to surgery. Sorting is the proce- 
dure by means of which the sick and wounded are 
classified according to type and urgency of con- 
ditions presented, so that they can be properly 
routed to the medical installation appropriately 
equipped and situated for their care. It is a con- 
tinuous procedure throughout the treatment chain 
and must be practiced in each installation by the 
most mature surgeon available. It is a flexible pro- 
cedure which not only takes into consideration the 
over-all disaster or tactical situation but also con- 
siders changes in local medical capabilities which 
may alter the criteria for return to duty and the 
priorities for evacuation and treatment. Since the 
priority for treatment in years past has always been 
based on an unfailing source of supplies for treat- 
ment and little or no disproportion between num- 
bers of casualties and quantity and quality of medi- 
cal personnel available for treatment, the most 
severely wounded have enjoyed the highest and 
the least severely wounded the lowest priority. 
Prior planning for the care of mass casualties due 
to atomic disasters requires some modification of 
this priority system in order to avoid disservice to 
the many in favor of the few because of limited 
treatment facilities, inadequate supplies, and lack 
of medical personnel. Such a modification provides 
for the division of all the injured into 4 groups: (1) 
casualties requiring minimal treatment; (2) casual- 
ties requiring immediate care; (3) casualties whose 
surgical treatment may be delayed without im- 
mediate jeopardy to life; and (4) casualties whose 
therapy will be expectant. The treatment of casu- 
alties may be divided into (a) first-aid and rescue, 
(b) emergency medical treatment, and (c) definitive 
surgical treatment. All treatment is to be modified 
by short cuts and compromises to permit caring for 
the larger number of casualties per unit of time. 


Improvements Made in the Results of Surgical 
Treatment of Hypophyseal Adenomas and Cranio- 
pharyngiomas by Preoperative and Postoperative 
Adrenocortical Hormone Therapy. J. Decourt, D. 
Petit-Dutaillis, J.-P. Michard, and E. Bernard-Weil. 
Presse méd. 66:971-974 (May 31) 1958 (In French) 
[Paris]. 


The increasing boldness of neurosurgeons in at- 
tacking hypophyseal adenomas and craniopharyn- 
giomas has resulted in a higher operative mortality. 
Advances in surgical technique and the availability 
of endocrine replacement therapy justify the more 
radical operations now performed, but the immedi- 
ate dangers of preoperative and postoperative 
glandular insufficiency are not always given ade- 
quate consideration. Some patients are already in 
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a state of hypophyseal and adrenal insufficiency 
when they come to operation, and all are more or 
less so after the operation. This circumstance, more 
than any other, is responsible for the more or less 
serious reduction in the resistance of these patients 
to aggression. It is therefore of the utmost import- 
ance to evaluate the extent of the endocrine defi- 
ciency by thorough preoperative clinical tests and 
an exhaustive investigation of adrenocortical fune- 
tion, so that the necessary corrections can be made 
before and after the operation. 

Data obtained from the study of 12 patients who 
were thoroughly explored from the endocrinologi- 
cal point of view and of 7 others in whom the 
urgency of the need for operation necessitated less 
complete investigation showed that a_ certain 
amount of adrenal insufficiency is the rule in tumors 
of the hypophyseal region. The adrenal insuffi- 
ciency is clinically evident in the major syndrome 
of hypophyseal insufficiency, which may lead to 
coma quite apart from surgical trauma, and explora- 
tion merely confirms the fact. Biological explora- 
tion, however, is needed to establish the lesser 
degrees of insufficiency present in ambulatory pa- 
tients in whom the major signs are ocular or gon- 
adal. Adrenocortical insufficiency is apparently an 
important element in the fragility of these patients 
when they are subjected to stress of any kind, 
whether accidental, as in the case of infectious 
disease; medicamentous, as in sensitivity to alka- 
loids or mercurial diuretics; or, even more, surgical. 
Precise information on the functioning of the ad- 
renal glands can at present be obtained only by 
assaying the steroids that are metabolites of the 
adrenal hormones. Elimination of the 17-ketoste- 
roids, which was measured in the 12 patients who 
were thoroughly studied, was low in 7 and normal 
in 2 of those with chromophobe adenomas; in the 
other 3, all of whom had craniopharyngiomas, it 
was greatly reduced, even though 1 was leading a 
normal life and complained only of a few visual dis- 
turbances. Corticoid elimination was reduced in 10 
patients—7 with chromophobe adenomas and the 
3 with craniopharyngiomas. Some of the patients 
with low corticoid excretion were leading normal 
social and professional lives in spite of the asthenia 
from which they suffered. This lack of parallelism 
between the clinical signs of adrenal insufficiency 
and the elimination of the steroids emphasizes the 
need for biological exploration which alone permits 
accurate measurement of the adrenocortical deficit 
and so provides exact indications for hormone 
therapy. 

The authors’ patients were given intramuscular 
injections of cortisone according to the following 
schedule: 50 mg. in the morning and in the eve- 
ning of the day before the operation; 100 mg. on 
the morning of the operation; and then 50 mg. 
every 12 hours for the next 48 hours. The doses were 
reduced to 25 mg. every 12 hours beginning with 
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the third day, and after the first week one injection 
of 25 mg., easily replaced by 2 tablets of hydro- 
cortisone, each containing 10 mg., was given daily 
until the patient left the service. The doses were 
increased to 150 mg. daily, given in 3 injections, 
for the first few days in cases of severe hypopitui- 
tarism, especially in patients with craniopharyngio- 
mas. All the patients were also given injections of 
desoxycorticosterone in doses of 10 mg. on the 
morning of the operation and 5 mg. on the next 
day. Significant complications (an epileptic episode 
followed by unconsciousness on the day after the 
operation, and a secondary infection controlled by 
antibiotics) were encountered in only 1 patient on 
whom the operation was difficult. The postoperative 
period was uneventful in the other 11 patients; no 
disturbances of consciousness or respiration were 
observed, and all the patients were able to leave the 
service between 10 and 15 days after operation. 
The excellent results obtained in this small series 
indicate the value of preoperative and postoperative 
hormone therapy as a means of lessening danger 
and preventing complications in the surgical treat- 
ment of hypophyseal adenomas and craniopharyn- 
giomas. 


The Operative Treatment of Hirschsprung’s Dis- 
ease. J. A. Noordijk. Arch. chir. neerl. 10:88-97 
(No. 1) 1958 (In English) [Arnhem, Netherlands]. 


In Hirschsprung’s disease or congenital mega- 
colon, microscopic examination reveals normal 
autonomous ganglions in the distended parts and 
an absence of these cells in the seemingly normal 
sigmoid and rectum. Swenson and co-workers sug- 
gested that surgical therapy be directed against the 
outwardly normal-looking parts and not against 
the distended colon. This reasoning proved a suc- 
cess. Not all children with a distended colon have 
Hirschsprung’s disease, and this makes it necessary 
to have a careful check-up before operating. Mega- 
colon may occur secondary to organic obstruction, 
such as anal stenosis, tumor, and neurological dis- 
orders, for instance, spina bifida. Another type of 
megacolon is due to “colonic inertia”; a third type 
is caused by segmental aplasia of autonomous 
ganglions (Hirschsprung’s disease). 

The author is concerned with this last type of 
megacolon. He treated 11 patients, performing 
Swenson’s operation on 9 of them. Seven of these 
survived without complications and are well. A 
rectovaginal fistula developed in 1 patient, and 1 
patient died during the operation. A partial colec- 
tomy was performed on 2 adult patients, the sig- 
moid being removed but only the upper part of the 
rectum. One of these patients has had regular stools 
for 3 years and has no complaints. The other pa- 
tient has periods in which laxatives are necessary. 
Only 2 of the 11 patients were women. The author 
recommends Swenson’s type of operation. He em- 
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phasizes that the transitional zone may reach into 
the hypertrophic part, especially in older children. 
It is, therefore, necessary to make frozen sections 
of the intestinal wall during the operation in order 
to determine where the normal ganglions begin. 


NEUROLOGY & PSYCHIATRY 


One Thousand Cases of Late Onset Epilepsy. 
S. Sheehan. Irish J. M. Sc. 6:261-272 (June) 1958 
[Dublin]. 


All the patients in this series of 1,000 patients, 
comprising 632 males and 368 females, who ex- 
perienced their first attack of unconsciousness at 
or after the age of 20 years, have been followed up 
for periods varying from 6 months to 10 years. 
Sixty of the patients when first seen had had only 
1 epileptic attack; the remaining 940 had had 2 or 
more attacks. The age range for the entire group ex- 
tended from 20 to 76 years. In 24 of these patients 
a history of epileptiform disturbance in some 
member of the family was elicited. An air en- 
cephalogram or a cerebral arteriogram or both 
were obtained in 950 patients. 

Of the patients studied, all those with rapidly 
growing and highly anaplastic cerebral gliomas 
were dead within 6 to 15 months of their first 
seizure. Excluding those who died of primary or 
secondary neoplastic processes, 11 patients died as 
a result of coronary thrombosis, 1 was a suicide, 
and 2 died in nonconnected accidents. Seventeen 
patients whose clinical state was that of presenile 
dementia died within 5 years of hospital admittance 
for investigation of seizures. There were 106 pa- 
tients (10.6%) with primary cerebral tumor in this 
series, 74 of whom were male. Primary broncho- 
genic carcinoma with metastatic spread accounted 
for 24 of the 33 patients who had seizures due to 
metastases. The patients in the cerebral arterio- 
sclerotic and hypertension group numbered 71, 
and those in the carotid thrombosis and stenosis 
group totaled 15. The cases of 3 patients, all male 
and in their early 50's, with middle cerebral artery 
thrombosis were confirmed angiographically. The 
association of migraine and epilepsy was noted in 
109 patients; many in this group had had migraine 
headaches for years before they had an attack of 
unconsciousness. The number of patients in the 
post-traumatic group reached 73, 60% of their at- 
tacks having commenced within 6 to 9 months after 
injury, which was most commonly a closed head 
injury. The neurosyphilis component was com- 
prised of 17 males and 10 females, all of whom had 
acquired syphilis and were in the secondary and 
tertiary stages of the disease with the exception of 
3 with congenital syphilis. Disseminated sclerosis 
was seen in 25 patients in association with fits. 
Three patients with congenital hemiplegia, which 
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included 2 instances of agenesis of the corpus callo- 
sum and 1 of toxoplasmosis, developed focal 
seizures in their 20's, and 2 had abnormal air 
encephalograms showing porencephaly and ven- 
tricular dilatation on the side of the brain affected. 
One of the 5 alcoholics had hypertension, arterio- 
sclerosis, and Korsakoff's psychosis; 2 others had a 
Wernicke type of encephalopathy from which they 
made a good recovery. There were 3 patients with 
brain abscesses, 2 secondary to chest infection and 
1 to mastoid infection. 

Five patients, ranging in age from 20 to 35 years, 
experienced their first epileptic attacks during their 
first pregnancies, 4 other patients having had their 
attacks during their second and third pregnancies. 
In no case was there any evidence of albuminuria 
or hypertension or other factors that could be 
attributed to toxemia of pregnancy. Other etiolog- 
ical factors that accounted for the attacks were as 
follows: diabetes mellitus, 2; hyperinsulinism, 1; 
subdural hematoma, 2; idiopathic hypoparathy- 
roidism, 1; subacute bacterial endocarditis, 3; sar- 
coidosis, 1; leukemia, 2; internal hydrocephalus, 3; 
pernicious anemia, 1; excessive beer consumption, 
3; and superimposed chest infection, 5. An etio- 
logical factor has been established in 552 cases 
(55%), and of these primary and secondary tumors 
constituted 139 (25%). 

The last group (idiopathic epilepsy) was com- 
posed of the remaining 440 patients (44%) in whom 
no specific etiological factor had been demonstrated 
at the time of investigation. In this group 50 pa- 
tients, none of whom had less than 3 verified grand 
mal attacks, had discontinued treatment of their 
own accord without any recurrence of their attacks. 
The most common medicament employed in this 
group was phenytoin sodium and/or phenobarbi- 
tone. Primidone (Mysoline) has been used to some 
extent, but the incidence of toxic effects and intol- 
erance has proved to be high. A new glutonamide 
derivative known as Preparation 16038, which is 
the 9-(p-aminophenyl)-a-ethyl glutonamide, has 
been on trial either on its own or with other anti- 
convulsants. The preparation, which has been 
shown to be helpful in patients in whom no other 
combination of treatment had been effective thus 
far, appears to be relatively nontoxic, and no blood 
dyscrasias have been noted as a result of its use. 


Myasthenia Gravis After Removal of Cystic Thy- 
mus: Study of Electrolytes During Myasthenic 
Crisis. E. Fongi, D. Gotlieb, C. A. Vaamonde and 
others. Prensa méd. argent. 44:3754-3760 (Dec. 27) 
1957 (In Spanish) [Buenos Aires]. 


A thymectomy on patients with myasthenia 
gravis results in great improvement of symptoms. 
The development of myasthenia gravis of a rapidly 
fatal course after removal of an aberrant thymus 
has not been previously reported. A woman, 22 
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years old, complained of anorexia, loss of weight, 
constant midsternal pain, and cough. These symp- 
toms had lasted a year. On hospitalization the 
patient appeared normal, except for loss of weight. 
There were no signs of myasthenia gravis. Roent- 
genologic examination of the chest revealed a 
mediastinal shadow. At operation a cyst was re- 
moved, which on histological study proved to be 
an aberrant cystic thymus. The patient reported 4 
years after the operation, complaining of difficulty 
in mastication, deglutition, respiration, and walk- 
ing. Her face and general appearance were those 
of one with myasthenia gravis. Several acute crises 
occurred, with the patient hospitalized. These were 
controlled by intramuscular administration of Pro- 
stigmin in doses of 0.25 mg. at intervals of 8 hours 
and later by intramuscular administration of Py- 
ridostigmine in doses of 1 mg. at intervals of 4 
hours. Improvement of the patient permitted an- 
other operation to be performed, during which an 
enlarged thymus was found and was removed. 
Histologically it proved to be a hyperplastic per- 
sistent thymus. The patient died in an acute res- 
piratory crisis 36 hours after the operation. In the 
course of the crisis a study of the electrolytes was 
carried out. The potassium in the blood plasma was 
normal. This study showed that the good results of 
potassium therapy in myasthenia gravis are due to 
the decurarizing effect of potassium on neuro- 
muscular impulses, rather than to a correction of a 
special disturbance of potassium in myasthenia 
gravis, which does not exist. 


Electroencephalographic Abnormalities in Hepatic 
Insufficiency and in Coma. J. Bogacz, M. Arcos 
Pérez and E. Garcia Austt. Acta neurol. latinoam. 
3:364-373 (No. 4) 1957 (In English) [Buenos Aires]. 


Hepatic insufficiency in primary diseases of the 
liver produces in all cases severe neurological and 
neuropsychiatric disorders, the most serious of 
which are the disturbances of consciousness which 
progress into hepatic coma. Thirty-three patients 
with insufficiency of the liver were observed on 
the neurological ward of the Hospital of the Fac- 
ulty of Medicine of Montevideo. Twenty-eight pa- 
tients had cirrhosis of the liver, 3 had viral hepatitis, 
and 2 had extrahepatic obstructive jaundice. The 
patients had been treated with cortisone, cortico- 
tropin, antibiotics, and some of them with glutamic 
acid. Tests for liver function were made, and elec- 
troencephalograms were taken. The patients were 
placed in 4 groups according to the stage of the 
disturbances of consciousness: (1) alert patients; 
(2) clouded state of mind; (3) superficial coma (rest- 
less period); and (4) deep coma. Fourteen patients 
were in the second stage, 6 of these patients passed 
into coma (third or fourth stage), and 3 patients 
were in deep coma immediately after hospitaliza- 
tion (fourth stage). Humoral tests showed dysfunc- 
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tion of the liver in all cases, but the results of the 
tests did not change when the disturbances of 
consciousness became more severe. The electro- 
encephalograms, on the contrary, showed a pro- 
gressive depression of the cerebral electrogenesis, 
paralleling the intensification of the disturbances 
of consciousness. An electroencephalographic pat- 
tern characteristic of only superficial hepatic coma 
progressing into deep coma was found. It registers 
at the end of the third stage and the beginning of 
the fourth stage. It consists of delta polyrhythmic 
waves and bilateral synchronous complexes of slow 
spike-waves which are predominantly in the frontal 
region. The pattern persists all through the period 
of coma. In deep coma it disappears and is substi- 
tuted by bilateral biphasic or polyphasic waves 
which are followed by the flat record of electrical 
silence. The flat record is not an indication of 
immediate death of the patient. When it lasts more 
than 24 hours, the patient develops unilateral or 
generalized epileptic seizures before death. The 
results of electroencephalographic studies showed 
that cortisone and corticotropin do not modify the 
electroencephalographic records. The authors con- 
clude that hepatic coma is an authentic electro- 
clinical syndrome in which the progressive humoral 
and organic changes caused by insufficiency of the 
liver and the reaction of the nervous system to the 
changes are the causal factors. 


Treatment of Acute Barbituric Acid Poisoning: Ten 
Years’ Experience at Center for Treatment of 
Poisoning in Copenhagen. S. Louw. Danish M. Bull. 
5:137-143 (May) 1958 (In English) [Copenhagen]. 


Since late 1949 all patients with severe cases of 
barbiturate poisoning have been admitted to a spe- 
cial section of the psychiatric clinic of Bispebjerg 
Hospital, Copenhagen. The number of admissions 
has been about 900 annually. Treatment is super- 
vised by psychiatrists from the clinic assisted by 3 
trained nurses working on 3-shift duty. The main 
object of the treatment is to combat manifest and 
latent conditions of shock and establish physiologi- 
cal conditions. As fluids for infusion blood, Macro- 
dex (a blood plasma substitute) and dry serum are 
used in quantities depending on the severity of 
the shock. Rapid intervention in various complica- 
tions is of decisive importance. Since 1955 a physi- 
ological stimulant, arterenol, has been employed. 
If the state of shock remains uninfluenced after the 
first liter of intravenous infusion, arterenol is added 
to the infusion in doses of 4 to 12 mg. per 500 ml. 
of fluid. From 1946 to 1951 the mortality fell from 
over 24% to about 2% in Copenhagen and to an 
average of 3.7% for the entire country; in 1955 the 
total lethality for the country was 2.3%. The anti- 
dote for barbituric acid, synthesized by Shaw and 
co-workers, is called Megimide (Glutamisol). Until 
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April, 1956, 7 patients with complete apnea due to 
poisoning with barbituric acid were treated with 
Megimide (partly with Amfisol), and the paresis 
was relieved in all cases. Tests with Megimide, 
continued in 1956 and 1957, confirmed the results 
of the first test period. Megimide has a stimulating 
effect on reflex activity and particularly on respira- 
tion and may thus be a valuable preparation in 
severe intoxication. As a stimulant it has the advan- 
tage over central analeptics previously used in that 
it does not cause overloading of the heart by in- 
crease in blood pressure or hyperpyrexia. The main 
method of treatment of acute barbituric acid poi- 
soning continues to be the combating of circulatory 
shock by the infusion of fluids. Megimide will be 
of use in special cases, notably those complicated 
by respiratory paresis. 


GYNECOLOGY & OBSTETRICS 


Cytologic-Colposcopic Observations of the Ecto- 
cervix of Pregnancy. W. R. Lang, A. E. Rakoff and 
G. Tatarian. Surg. Gynec. & Obst. 107:31-36 (July) 
1958 [Chicago]. 


The authors made studies on 300 pregnant wom- 
en, evaluating the portio vaginalis of the cervix 
by cytological, colposcopic, and biopsy methods. 
One hundred ninety-eight women were examined 
during various stages of normal pregnancy; 81 
other women were examined in the immediate 
postpartum period (median time after delivery, 40 
hours), and 21 were studied just before or after a 
spontaneous abortion. The median age of all pa- 
tients was 27 years. Cytological specimens were 
obtained both by vaginal aspiration of the posterior 
fornix and by cervical scraping. The smears were 
fixed in equal parts of 95% alcohol and ether and 
then stained by the method of Papanicolaou. Dur- 
ing pregnancy the succulence of the cervix and 
the increased cellular desquamation tend to pro- 
vide numerous cells for study. Colposcopy was 
done with an instrument that provided stereoscopic 
inspection of a well-illuminated cervix at a magni- 
fication of 10 times. Three per cent aqueous acetic 
acid is applied to the portio to increase detail. 
Aqueous iodine solution in the form of strong 
iodine solution (U.S.P.) (Lugol’s solution) is ap- 
plied as a surface vital stain to detect iodine-non- 
staining areas (Schiller’s test). 

The major effect of pregnancy on the cervix is 
that the squamous epithelium may proliferate to 
such a degree that the surface seems wrinkled 
colposcopically; it may even become papillomatous. 
The authors observed 4 such patients, all with 
normal cytological smears. Ten patients had grossly 
visible polyps; tiny polypoid structures were fre- 
quently noted colposcopically. Squamous covering 
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(epidermidalization) of a polyp may also be recog- 
nized by colposcopy. Epidermidalization of cervical 
polypi may be associated with benign atypias in 
the smear. The general vaginal cytological picture 
of normal pregnancy is briefly described. The 
colposcopic picture of a cervical erosion is the same 
in pregnant as in nonpregnant women. The cervix 
during the postabortal period resembles the cervix 
during pregnancy, except that it is dilated and 
shows evidences of trauma, such as laceration, true 
erosion, and ecchymosis. After delivery the cervix 
contracts rapidly, so that by 48 hours the os is 
nearly normal in size. Noncancerous colposcopic 
atypias were noted in 22 instances. Biopsy was 
performed on all except 2 of these patients. The 
findings were: simple leukoplakia, 7 times; mosaic 
leukoplakia (whitening with a mosaic pattern), 6 
times; inflamed transformation zone, 4 times; 
ground leukoplakia (whitening with a stippling of 
red spots), 3 times; and true erosion, 2 times. Car- 
cinoma in situ was discovered in 1 woman, in whom 
the Papanicolaou smear and colposcopy remained 
negative during pregnancy. Invasive carcinoma was 
discovered in 2 women, aged 37 and 23 years re- 
spectively. Gross inspection of the cervix during 
the pregnant state, even more so than during the 
nonpregnant state, affords only a rough estimate 
of the true nature of the cervical changes seen. 
Cytological studies are valuable in the routine 
screening of the pregnant cervix. Colposcopy is of 
value in further studying those patients in whom 
gross changes are noted by speculum examination 
or those who have an abnormal smear. Colposcopy 
does not lend itself to a routine screening program. 
Both cytology and colposcopy provide diverse, yet 
complementary data concerning the uterine cervix 
of pregnancy. 


Mesonephric Carcinomas of the Ovary. S. Kay and 
R. H. Hoge. Surg. Gynec. & Obst. 107:84-94 (July) 
1958 [Chicago]. 


Since Schiller’s original paper on mesonephroma 
of the ovary, considerable controversy has arisen 
concerning this tumor. The authors feel that the 
attitude of uncertainty about mesonephric tumors 
of the ovary is all the more surprising, since neo- 
plasms of mesonephric origin appear to be readily 
accepted in other portions of the female genital 
tract, where Gartner’s duct may embryologically be 
sought. During the last 7 years, the authors had 
the opportunity to study 9 malignant ovarian 
tumors believed to be of mesonephric origin. The 
histories of these 9 patients are presented. From 
the gross appearance of the ovarian tumors there 
was nothing especially characteristic that would 
permit a diagnosis prior to miscroscopic study. The 
tumors were generally cystic with solid areas. Papil- 
lary structures were a feature in some neoplasms. 
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A few of the growths showed a mucoid substance 
exuding from the cut surface. These tumors are 
characterized by tubular structures which often 
resemble wolffian duct tubules. Branching dichot- 
omous tubules may prove to be a_ prominent 
feature. The tumor cells frequently show clear 
cytoplasm which in many instances stains positively 
for fat, mucin, and glycogen. An exaggeration of 
the cytoplasmic vacuolation leads to a picture of 
hypernephroid carcinoma which resembles those 
clear-cell carcinomas commonly found in the kid- 
ney. When vacuolation is extreme, lipid material 
appears to be the principal component in the cells. 
These neoplasms are malignant and, when they 
arise in the ovary, presage a grave prognosis, should 
capsular invasion and adherence to adjacent struc- 
tures be present. 


Vaginitis and Neonatal Infection: Etiology of the 
Mycoses of the Newborn. J. Bret and C. Coupe. 
Presse méd. 66:937-938 (May 24) 1958 (In French) 
[Paris]. 


Bacteriological studies of 300 consecutive mothers 
and their newborn infants showed that in most 
cases neonatal mycotic infections can be traced to 
vaginal mycosis in the mother. Specimens were 
taken from the first 200 mothers at the time of 
delivery, and from the last 100 both at the time of 
delivery and on admission to the service, as a means 
of determining the incidence, if any, of infection 
contracted in the hospital. The specimens obtained 
from the first 200 infants were taken at birth and 
6 hours later from the oral cavity and the nasal 
fossae, and again 24 hours and 4 days after birth 
from the oral cavity, the nasal fossae, the stools, 
and the urine. The 24-hour and 4-day studies were 
repeated in the last 100 infants when they were 
ready to leave the service, 10 to 25 days after birth. 

The percentages of positive cultures obtained in 
the newborn infants in these two groups were 
practically the same—16 and 17%. Candida albicans 
was not found immediately after birth in the oral 
cavities or nasal fossae of any of the infants born 
of mothers free from vaginal mycosis. Infants in 
whom C. albicans was present in the oral cavities 
or nasal fossae immediately after birth, on the other 
hand, were born of mothers carrying the same in- 
fection. Hospital contamination was apparently 
responsible for the infection in 2 infants in whom 
C. albicans was present at the time of discharge, 
although they were free from infection at birth 
and were born of mothers who were not infected. 

The need for thorough bacteriological studies 
and treatment of vaginitis during pregnancy, if 
neonatal infection is to be prevented, is shown by 
the discovery of C. albicans in the vagina in 20% 
of the women at the time of delivery. The infection 
was transmitted to the infants during delivery by 
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83% of these women; in the other 17%, whose in- 
fants did not contract the infection, delivery was 
rapid (2 or 3 hours), with a short expulsive period 
and late rupture of the membranes. Postnatal path- 
ological manifestations of mycosis are much less 
common in newborn infants than might be expected 
from the frequency with which C. albicans is found 
in their oral cavities immediately after birth. The 
mycotic organisms generally disappear spontane- 
ously for some unknown reason a few days after 
the birth of the infant. Only 7 (40%) of the 17 
infants in the second group in whom C. albicans 
was found at birth still harbored the infection 10 
days later. The transient appearance of C. albicans 
in the urine of infants with no associated signs of 
mycosis does not necessarily indicate a pathological 
condition, but seems rather to show that the urinary 
tract is a pathway by which the organisms are 
eliminated. 


A Clinical Trial of Intravenous Apresoline in the 
Management of Toxaemia of Late Pregnancy. G. T. 
Johnson and R. B. Thompson. J. Obst. & Gynaec. 
Brit. Emp. 65:360-366 (June) 1958 [London]. 


The authors describe their experiences with 
hydrazinophthalazine (Apresoline) given intrave- 
nously to 25 patients in the third trimester of preg- 
nancy. The patients studied had toxemia in the 
latter weeks of pregnancy; the average duration of 
pregnancy was 36 weeks, with a range of 30 to 43 
weeks. The ages of the patients ranged between 20 
and 42 years. On admission to the hospital all re- 
mained at rest in bed throughout the study. The 
sodium intake was restricted to less than 1 Gm. 
per day, and the intake of fluid was reduced to ap- 
proximately 1 to 1.5 liters per day. In 7 patients the 
preeclampsia was superimposed on a preexisting 
hypertension. In some of these the blood pressure 
had been elevated before the 20th week of preg- 
nancy, and in some it was known to have existed 
before the onset of pregnancy. 

In nearly all the patients the administration of 
Apresoline was preceded by a period of observation 
during which traditional methods of treatment 
were employed. Apresoline was given by intrave- 
nous injection in an initial dose of 20 mg. dissolved 
in 1 ml. This produced in most cases a steady fall 
in blood pressure, beginning a few minutes after 
administration and reaching a maximum in 1 to 1% 
hours. The effect was maintained for 3 or 4 hours, 
after which a steady rise occurred, which on rare 
occasions reached the original level in 8 to 12 hours. 
In these patients treatment had to be repeated at 
intervals of from 6 to 12 hours. In only 3 cases were 
more than 3 injections given, as the need for Apres- 
oline therapy usually arose in patients with severe 
preeclampsia in whom there was an indication for 
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early induction of labor as soon as the patient's 
condition permitted. The authors found that intra- 
venously administered Apresoline is capable of 
reducing the level of preeclamptic hypertension 
when it arises in the latter weeks of pregnancy, its 
hypotensive effect being unimpeded by preexisting 
essential hypertension. The drug produced normo- 
tensive levels in most patients, often when other 
traditional techniques had failed. The drug was 
most useful before surgical induction of labor, but 
the authors emphasize its possible danger if 
combined with general anesthesia. Side-effects of 
Apresoline were not prominent, and its hypoten- 
sive effect was superior to orthodox methods of 
sedation in both complicated and uncomplicated 
preeclampsia. A more extensive trial with short- 
term Apresoline treatment is justified. 


Vagitus Uterinus—The Cry in the Uterus. A. Ikleé. 
Schweiz. med. Wchnschr. 88:600-601 (June 14) 1958 
(In German) [Basel, Switzerland]. 


A 24-year-old primipara went into labor at term. 
Uterine contractions developed spontaneously, and 
in the course of 8 hours the uterine os was dilated 
to the size of the palm of the hand. After that there 
was no further progress. In order to counteract this 
state the bag of waters was ruptured, and an infu- 
sion of dextrose was given. Three hours later the 
cervix was completely dilated, and the head of the 
child had reached the interspinal line when there 
was another arrest in the delivery. There was evi- 
dence that the pelvis was somewhat small and that 
the sacral concavity was somewhat flat (“lower 
forward sacrum”), but since the child was not large 
and the head could be compressed, it seemed that 
vaginal delivery could be expected. The Kielland 
forceps were to be employed, but since they could 
not be placed properly, it was decided to use for- 
ceps with smaller blades. While the nurse handed 
the instrument to the obstetrician, the infant was 
heard to cry, making a sound like that of a child 
crying under a pillow. The infant was extracted by 
forceps; it was not asphyctic and cried at once. 
There was no increased nasopharyngeal or tracheal 
secretion. 

The author comments on vagitus uterinus and 
cites earlier reports on this phenomenon. It has 
been suggested that the following requirements 
must be fulfilled for this condition: 1. The bag of 
waters must have been ruptured. 2. Air must have 
entered the uterus. 3. The infantile respiratory cen- 
ter must have been stimulated by a strong asphyxia 
or pain stimulus. The entrance of air into the amni- 
otic cavity is possible only when much of the 
amniotic fluid has run off and the uterus has a 
vacuum that can draw in external air through the 
vagina. This situation exists in the course of manual 
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or instrumental intrauterine interventions. These 
interventions may also involve irritation to which 
the infant will respond with an inspiratory or cry 
reflex. 


PEDIATRICS 


ABO Incompatibility and Haemolytic Disease of 
the Newborn. G. H. Valentine. Arch. Dis. Child- 
hood 33:185-190 (June) 1958 [London]. 


A survey was made in St. Thomas, Ont., Canada, 
in a general hospital serving a population of about 
60,000 of European descent. All babies judged to 
show the slightest jaundice within the first 24 hours 
after birth were investigated. Twenty-one such 
infants were found among 1,000 unselected live 
births. Seven of these were diagnosed as being 
examples of rhesus hemolytic disease, and these 
are excluded from this series. Evidence is presented 
that the other 14 infants had ABO hemolytic dis- 
ease. ABO hemolytic disease can occur in clinically 
recognizable degree as often as once in every 71 
births and may arise in 7% of AB incompatible 
mother-child pairs. It is thus about 3 times more 
common than hemolytic disease due to Rh incom- 
patibility. Despite this higher incidence, however, 
hemolytic disease due to ABO incompatibility is 
much less widely known than that due to Rh in- 
compatibility. The failure to recognize ABO disease 
is due chiefly to the fact that it is usually not a 
serious condition. It is uncommon in its severe 
degree, and in its common form it is so slight as 
scarcely to be recognized. In rhesus disease the 
presence of antibody with Rh incompatibility indi- 
cates disease. It is not necessarily so in ABO dis- 
ease. No immune antibody may be detectable 
antenatally in ABO disease, although it may appear 
after delivery. Unlike rhesus disease, ABO disease 
cannot be anticipated by antenatal testing with any 
certainty. There is always a reason for jaundice 
within 24 hours of birth. The diagnosis of “physi- 
ological jaundice” should not be invoked to explain 
such jaundice. The present survey showed that 
ABO hemolytic disease may quite often need close 
watching and active treatment. 


Perinatal Pulmonary Pathology. J. N. Briggs and 
G. Hogg. Pediatrics 22:41-48 (July) 1958 [Spring- 
field, 


The authors present an analysis of the natural 
history of changes in the lungs of infants dying 
within the first 7 days. Of 136 infants observed at 
autopsy between September, 1954, and February, 
1957, 110 were alive at birth and 26 were stillborn. 
Pulmonary factors were the chief cause of death in 
68 of the 110 liveborn infants. In the remaining 42 
infants pulmonary conditions were contributory 
factors rather than the chief cause of death. In 37 
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of the 110 infants a hyaline membrane was present. 
Histological study revealed that a definite time 
lapse after the infant's birth appeared to be neces- 
sary before hyaline-like atelectasis, hyaline mem- 
brane, and pulmonary hemorrhage were likely to 
be present in the autopsy material. Therefore, those 
infants who died early showed only a hyaline type 
of atelectasis; those who survived longer demon- 
strated a true hyaline membrane; subsequently, 
massive intrapulmonary hemorrhage, which floods 
the air spaces, developed. These 3 conditions 
reached a peak incidence between 8 and 24 hours. 
The incidence of pneumonia showed 2 peaks, the 
first occurring within 12 hours and the second after 
48 hours. A new pathological condition, a hyaline 
type of atelectasis in the absence of a true hyaline 
membrane, was noted. This condition is considered 
to fall into the same clinical and pathological cate- 
gory as hyaline membrane and pulmonary hemor- 
rhage. 


The Effect of Immunization Against Influenza on 
an Epidemic of Respiratory Illness in Children. 
M. M. Glazier. Pediatrics 22:60-64 (July) 1958 
[Springfield, 


The author presents a clinical study of an attempt 
to control by vaccination an epidemic due to in- 
fluenza virus, type A’, which occurred in and about 
Boston during 3 months of 1953. A group of 591 
children had been routinely immunized with in- 
fluenza virus (types A and B) vaccine beginning in 
1946. After October, 1948, this polyvalent vaccine 
was supplemented with type A’ influenza virus and 
was used to immunize the children. The patients 
were divided into the following subgroups. Group 
1 consisted of 128 children, aged from 4 months to 
14 years, who had been immunized previously from 
1 month to 4.3 years but who had not received a 
“booster” dose before the epidemic. Fifty (39%) of 
the 128 children had been vaccinated from 2 to 4 
years suggesting that viral influenza immunization 
may be effective for years. Only 1 child of this 
group developed a toxic form of influenza. Group 2 
consisted of 161 children, aged from 6 months to 
13 years, who not only had been immunized pre- 
viously but had been given a “booster” dose of 0.03 
ml. of influenza virus vaccine intradermally at the 
onset of the epidemic. One child of this group de- 
veloped a moderate form of influenza. In the cur- 
rent immunization series, group 3a consisted of 241 
children, aged from 3 months to 18 years, who were 
injected with 0.03 ml. of influenza virus vaccine 
intradermally and a week later 0.5 ml. subcutane- 
ously. Not a single case of influenza developed in 
this group that had received 2 injections of the 
vaccine just prior to or at the beginning of the 
epidemic. Of the 61 children in group 3b who re- 
ceived only the initial (0.03 ml.) dose of influenza 
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virus vaccine just before the epidemic, 7 developed 
an influenzal infection; 6 of these children, who 
ranged in age from 2 to 8 years, became ill within 
7 days after the intradermal injection, and the re- 
maining patient within 11 days. The control group 
in this study consisted of 122 children who because 
of lack of knowledge or lack of cooperation were 
not vaccinated; 21 of these children became ill with 
a moderate or severe form of influenza during this 
epidemic. 


Isolation of a Cytopathogenic Agent Resembling 
the CA Virus from an Infant with Croup. H. G. 
Cramblett. Pediatrics 22:56-59 (July) 1958 [Spring- 
field, 


The author reports a case which is the first sub- 
stantiation of Chanock’s earlier observations on the 
association of infection with croup-associated (CA) 
virus (or group of viruses) and the clinical syndrome 
of croup. A 4-month-old infant, admitted to the 
University Hospitals of the State University of 
lowa in Iowa City on Aug. 15, 1957, with the diag- 
nosis of croup, was in obvious respiratory distress. 
The infant was not cyanotic but exhibited supra- 
sternal and infrasternal retractions. Inspiratory 
stridor and a barking, metallic cough were quite 
prominent. With the exception of the noisy respira- 
tions, the lungs were normal by percussion and 
auscultation. Despite the administration of 50 mg. 
of chloramphenicol per kilogram of body weight 
and placement of the infant in a Croupette with 
oxygen (4 liters per minute) and 100% humidity, 
respiratory stridor increased. The patient became 
asymptomatic after the administration of 0.5 ml. of 
sirup of ipecac. The cytopathogenic effect, which 
was first noted 10 days after inoculation of cell 
cultures, was indistinguishable from that caused 
by the CA virus and quite similar to that caused 
by the mumps virus. In passage, the cytopathogenic 
effect became apparent after 4 to 6 days of incuba- 
tion. After the third passage, the titer of the virus 
in tissue culture was regularly 1:10° TCDs9 per 
milliliter (TCD—tissue culture dose). The hemag- 
glutinating characteristics of the two viruses were 
also the same. Reciprocal-cross-neutralization and 
hemagglutination-inhibition tests suggested that 
the virus from the patient in this case was closely 
related to, if not identical with, the CA virus. 


Rupture of Normal Spleen in Infant During De- 
livery: Hematologic Investigations During Con- 
valescence. A. Hottinger and A. Gilardi. Schweiz. 
med. Wchnschr. 88:587-597 (June 14) 1958 (In Ger- 
man) [Basel, Switzerland]. 


The authors present the history of an infant who 
sustained splenic rupture during birth. Pregnancy 
had been free from complications, and labor com- 
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menced at term. Delivery proved difficult because 
the infant (girl) was exceptionally large (weight: 
4,530 Gm. [10 Ib.]; length 54.5 cm. [1 ft. 9% in.]), 
and the mother was obese (110 kg. [225 Ib.]). Man- 
ual extraction of the left shoulder resulted in frac- 
ture of the left clavicle. Although the coagulation 
was normalized by means of a synthetic vitamin K 
preparation, signs of shock appeared after a blood 
transfusion. Signs of anemia, hemolysis, and intra- 
abdominal hemorrhage appeared. The intra-abdom- 
inal hemorrhage was verified by puncture. Splenic 
rupture was suspected and was corroborated by a 
laparotomy. The spleen had 2 tears but otherwise 
appeared normal. It was removed, and the post- 
operative course was normal. 

The blood of this infant was studied repeatedly 
during the first 4% months after the splenectomy. 
The hemoglobin value was determined, the erythro- 
cytes and thrombocytes were counted, and the per- 
centages of the reticulocytes and of inner bodies 
were controlled. The number of normoblasts was 
determined at various intervals, as were also the 
bilirubin value and the serum iron content. The 
length of survival of the erythrocytes was ascer- 
tained with the aid of red blood cells tagged with 
radiochromium (Cr*’). These studies revealed about 
the same values in this infant who had under- 
gone splenectomy as in normal infants of the same 
age. In view of the fact that the child was fed with 
cow's milk and did not receive iron therapy, the 
increase in weight was fairly rapid after the third 
week of life, and this seemed to indicate that the 
erythrocytes introduced during blood transfusion 
disappeared at a normal rate. The only unusual 
aspect of the blood picture in this infant was the 
appearance of inner bodies and a few Howell-Jolly 
bodies in a small percentage of the erythrocytes. 
These changes are frequently seen after extirpation 
of the spleen. The physical and psychological de- 
velopment of the child was normal. In view of the 
slight hematological changes observed after the 
splenectomy, it is assumed that the child might 
have an accessory spleen. 


Kernicterus in Premature Infants Associated with 
Low Concentrations of Bilirubin in the Plasma. 
R. C. Harris, J. F. Lucey and J. R. MacLean. 
Pediatrics 21:875-884 (June) 1958 [Springfield, IIl.]. 


There have been a number of reports in recent 
years of kernicterus unassociated with erythro- 
blastosis, the etiology of which has been variously 
ascribed to the hyperbilirubinemia of prematurity, 
anoxia, increased permeability of the blood-brain 
barrier to bilirubin, excess vitamin K therapy, excess 
oxygen, sepsis and diarrhea, liver damage, hypo- 
glycemia, and more recently an increased concen- 
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tration of indirect bilirubin in the serum. All the 85 
infants studied were part of a larger group study 
carried out by Silverman and others to test the 
relative effectiveness of 2 prophylactic antibacterial 
regimens on newborn premature infants. Kernic- 
terus, as proved by postmortem examination, oc- 
curred in all weight groups with no relation to the 
fatality rate from all causes in each weight group. 
All the 14 surviving infants had concentrations of 
direct (van den Bergh) bilirubin in the plasma of 
less than 2 mg. per 100 cc. and peak total bilirubin 
concentrations of more than 15 mg. per 100 cc. at 
any time during the study. Only 1 of the 9 infants 
proved to have kernicterus at time of autopsy was 
found to have developed a concentration of biliru- 
bin higher than 20 mg. per 100 cc. of plasma, and 
in the majority the peak value was less than 15 
mg. per 100 cc. All the latter group presented at 
some time prior to death a clinical picture com- 
patible with kernicterus, which included 1 or more 
of the following neurological signs: opisthotonos, 
spasticity, a “sunset” sign, poor feeding, and, ter- 
minally, a bloody discharge from the nose or mouth. 
A review of the patients disclosed to have had 
kernicterus at postmortem examination revealed 
that 11 of the cases had occurred in the penicillin- 
Gantrisin prophylaxis group of Silverman and 
associates. Upon completion of his studies Silver- 
man substantiated the hypothesis that the penicil- 
lin-Gantrisin prophylactic regimen promoted the 
development of kernicterus in small premature 
infants. It was later established that, while a pa- 
tient is slowly dying, the concentration of bilirubin 
in the plasma diminishes. In 20 infants in the peni- 
cillin-Gantrisin group, the average peak value of 
plasma bilirubin was 8.0 mg. per 100 cc. (S.D.+3.9) 
and occurred on the 3rd day of life, while in 30 
infants who were given Terramycin the average 
peak value was 16.4 mg. per 100 cc. (§.D.+7.2) and 
occurred on the 4th day of life. The difference is 
significant and suggests that the antibiotic agents 
may have had a direct effect on the production, 
distribution, or elimination of bilirubin in the pre- 
mature infants, 


Chemical and Clinical Observations During Treat- 
ment of Children with Phenylketonuria. H. K. 
Berry, B. S. Sutherland, G. M. Guest and B. Um- 
barger. Pediatrics 21:929-940 (June) 1958 [Spring- 
field, Il.]. 


Three children with phenylketonuria, between the 
ages of 2% and 4% years, have been treated with 
3 different diets with low-phenylalanine content 
during the past 18 months. An attempt was made to 
evaluate each child by physical examination, 
electroencephalographic examination, psychometric 
studies, roentgenographic skeletal examination, and 
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chemical analyses of the blood at periodic intervals. 
Analyses of serum were made at regular intervals 
by means of a paper chromatographic method de- 
scribed by Berry. While no dramatic improvement 
in mental ability was observed in these children, all 
3 demonstrated improved motor ability, better 
balance, greater dexterity, increased awareness, 
lengthened attention span, and decreased tenseness 
and irritability. In diets 1 and 3 restriction of 
phenylalanine was accomplished by the use of 
casein hydrolysates from which phenylalanine had 
been removed and other amino acids added. The 
intake of phenylalanine was limited in diet 2 by 
the restriction of total intake of protein in the diet. 
Diets 2 and 3 were commercial preparations. Nu- 
tritional disturbances were encountered as a result 
of amino acid deficiencies in diet 1. Inadequate 
caloric intake and low-protein intake contributed 
to poor nutritional status at 1 stage in the treat- 
ment. Biochemical abnormalities characteristic of 
phenylketonuria were improved when phenylala- 
nine was restricted in the diets of the 3 children. 
The improvement in behavior, motor control, anc 
ease of handling was such that the parents were 
unwilling for the children to receive diets with the 
normal content of phenylalanine. 


Hydramnios as an Aid to the Early Diagnosis of 
Congenital Obstruction of the Alimentary Tract: 
A Study of the Maternal and Fetal Factors. J. R. 
Lloyd and H. W. Clatworthy. Pediatrics 21:903-909 
(June) 1958 [Springfield, Ill.]. 


The authors report on 220-patients with alimen- 
tary tract obstruction of congenital origin, who 
were admitted to the Columbus (Ohio) Children’s 
Hospital. Thirty of these infants (23 of the 49 in- 
fants with obstruction of the small intestine proxi- 
mal to the first 15 cm. of the jejunum and 7 of the 
53 infants with esophageal atresia) were delivered 
of hydramnic mothers. None of the remaining 118 
infants whose anatomic obstruction was distal to a 
point 15 to 20 cm. beyond the ligament of Treitz 
were delivered of mothers with hydramnios. Among 
the 17,615 deliveries conducted at the Ohio State 
University Hospital during the years from 1950 to 
1955, 76 cases of hydramnios occurred, which 
should be divided into 4 main groups. Group 1 
included 30 normal healthy babies from hydramnic 
mothers in whom the measured amount of amniotic 
fluid varied from 2,000 to 3,500 ml. Group 2 in- 
cluded 29 abnormal infants who showed definite 
evidence of anatomic or functional abnormality 
that interfered with normal deglutition or alimen- 
tation; yet these developmental defects involving 
the alimentary tract were not always apparent on 
inspection at the time of birth. The amount of 
amniotic fluid in the hydramnic mothers varied 
from 2,000 to as much as 8,000 ml., the largest 
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amount being observed when the fetus had an- 
encephaly or was stillborn and macerated. Group 
3 included 13 mothers in whom the hydramnios was 
associated with a diffuse generalized metabolic 
process involving both the mother and the child; 
with the exception of the obvious stigmata of dia- 
betic progeny, all the babies were viable and 
normal. Group 4 included 2 cases of diabetes and 
a single case of toxemia among the mothers, 1 
mother being delivered of a viable infant with 
several loops of cord around the neck. Three in- 
fants were stillborn, and in each case the hydram- 
nios of the mothers was of a severe degree (2,500, 
5,000, and 6,000 ml. of amniotic fluid). 

The hydramnios was of mild or moderate degree 
in the groups with abnormal mothers, 17% of whose 
offspring were malformed, whereas in the 2 groups 
with normal mothers nearly one-half of the fetuses 
were abnormal. Hydramnios appears to be of par- 
ticular importance when it occurs during the last 
trimester of an otherwise normal pregnancy. In 
such instances it is frequently of a more marked 
degree and forebodes a major fetal anomaly in 
nearly half of the cases. Otherwise, normal-appear- 
ing infants who are delivered of mothers with 
hydramnios should be suspected of having obstruc- 
tive disease. That some hidden intrinsic obstructive 
lesion will be found by such studies appears to 
be the expectation in about 14% of all cases so 
examined. 


Minor Motor Epilepsy: Diagnosis, Treatment and 
Prognosis. S. Livingston, V. Eisner and L. Pauli. 
Pediatrics 21:916-928 (June) 1958 [Springfield, IIl.]. 


All socioeconomic groups were embraced in this 
study of 698 children with minor motor epilepsy 
seen at the children’s epilepsy clinic of Johns Hop- 
kins Hospital. The patients ranged in age from 3 
weeks to 5% years: 369 were males and 329 were 
females. Of 622 patients in the follow-up study, 
220 have been followed for 3 to 10 years, and the 
remaining 402 for 10 to 22 years. Three types of 
seizures were encountered in the following order of 
frequency: (1) massive myoclonic; (2) head nod- 
ding; and (3) akinetic. Minor motor seizures rarely 
begin after the patients are 4 or 5 years of age and 
are frequently preceded or accompanied by major 
motor seizures. Of the 698 patients, 192 had 1 or 2 
major motor seizures prior to the appearance of the 
minor motor seizures; 86 of these patients continued 
to have both major and minor motor seizures for a 
period of time thereafter, the remaining 106 having 
no recurrence of major seizures. Mental retardation 
was present in 657 (96%) of the 671 children evalu- 
ated at the age of 1 year. Clinical evidence of 
varying degrees of brain damage before the onset 
of seizures, such as developmental retardation, 
cerebral palsies, and impairment of vision, was 
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exhibited by 601 (86%) of the 698 patients. A 
demonstrable motor defect of central origin, the 
most common of which was the spastic type, was 
apparent in approximately 50% of the patients by 
the time they were 2 years old. While the etiology 
of minor motor epilepsy cannot be definitely stated, 
the records reveal an association with cerebral 
injury or damage in 445 (68%) of the 698 patients, 
the most common being a cerebral birth injury 
(trauma and/or anoxia) which occurred in 225 
(32%); 14% of the infants were premature. The 
second most common cause was a congenital defect 
in cerebral development, followed by some variety 
of meningitis or encephalopathy. Death occurred 
before the 6th year of life in 23 patients. Four 
deaths were due to traumatic injury associated 
with seizure; 3 patients died in status epilepticus; 
10 patients were found dead in bed, death pre- 
sumably having been caused by suffocation; and 6 
died of acute infections. Only 11 of the remaining 
457 patients had normal intelligence, 142 of the 
original 622 patients in the follow-up study having 
been institutionalized between the ages of 3 and 
12 years. Three patients who appeared to have 
normal intelligence at 1 year of age now exhibited 
evidence of retardation. The follow-up studies 
would seem to indicate that the frequency of minor 
motor seizures tends to decrease spontaneously 
with increasing age and that these spells disappear 
almost completely by the time the patient reaches 
5 years of age. However, these studies also indicate 
that the patient with minor motor epilepsy fre- 
quently develops other types of seizures, particu- 
larly major motor seizures, as he grows older. Only 
2 of the 285 patients who were 5 years of age or 
older were still having minor motor seizures, 107 
suffered major motor seizures, 33 had psychomotor 
attacks, and 143 had been free from all seizures for 
periods ranging from 2 to 18 years. The hypsar- 
rhythmic pattern disappeared from the electro- 
encephalograms of 330 of the 381 patients who 
previously displayed this pattern by the time they 
were 5 years of age and from the tracings of the 
remaining 51 patients before they were 7. A keto- 
genic diet is postulated as being the best therapy 
for minor motor epilepsy, complete control of spells 
having been obtained in 91 (49%) of 186 patients 
with this form of therapy. 


Nephrectomy in Juvenile Hypertension Associated 
with Renal Disease: Report of 15 Cases. H. C. 
Welch, L. E. Harris and J. H. DeWeerd. Pediatrics 
21:941-949 (June) 1958 [Springfield, IIl.]. 


In the past 20 years 15 children were subjected 
to a nephrectomy at the Mayo Clinic because of 
apparent renal ischemia and associated renal hyper- 
tension. Renal disease was interpreted as unilateral 
in 11 children and bilateral in 4. Nephrectomy was 
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ineffectual in reducing the hypertension in the 
latter group, even though changes were predomi- 
nant in one kidney and apparently minor in the 
other. Transient decreases in blood pressure were 
noted in 3 of the 4 children, but hypertension was 
again severe within a year. Three were dead within 
2 months to 6 years after nephrectomy, and in 1 
the blood pressure was unchanged after 2% years. 
Of the 11 children in the group with unilateral 
renal disease, 8 had an initially good response to 
nephrectomy, and a good late response was noted 
in the 6 on whom follow-up studies were available. 
Three patients had an equivocal early response— 
in all 3 prompt decreases in blood pressure were 
noted; however, blood pressures were not normal 
by Smith’s criteria at the time of discharge. Two 
of the 3 patients have been observed for more than 
1 year, and both have had a return of blood pres- 
sure to normal, indicating that failure of the blood 
pressure to reach normal promptly does not pre- 
clude the possibility of a later return to normal. 
Five of the 10 patients with an early good response 
or a late good response or both were found to have 
had chronic pyelonephritis. Three others had hypo- 
plastic kidneys, 1 had hydronephritis, and 1 had a 
pseudocyst of the kidney. In 1 case in which there 
was an early equivocal response, the renal lesion 
was due to obstruction of the renal artery. The 
presence of hypertension in a child requires thor- 
ough investigation, as the etiology may be the 
secondary type of hypertension and thus curable. 


Recurrent Pheochromocytoma: Report of a Case in 
a Previously Treated Child. T. E. Cane Jr. Pedi- 
atrics 21:994-999 (June) 1958 [Springfield, II].]. 


The author describes the clinical course of an 
8-year-old boy who was operated on for a recurrent 
pheochromocytoma of the neck 29 months after the 
successful surgical removal of the same type of 
tumor from the right renal area. The patient re- 
mained in excellent health after the removal of the 
original pheochromocytoma and, when he was dis- 
charged from the hospital 10 days after the opera- 
tion, the concentration of catechol amines in the 
plasma was 8.1 mcg. per liter of arterenol and 0.7 
meg. per liter of epinephrine. The total urinary ex- 
cretion of catechol amines, determined 5 and 7 
days before the second operation, was 1,860 and 
2,670 mcg. per 24 hours respectively. The concen- 
tration of the catechol amines in the plasma was 
13.3 meg. per liter of circulating arterenol and 1.0 
meg. per liter of epinephrine. These values are 
above normal. A diagnosis of functionally active 
pheochromocytoma was made. Two days after op- 
erative intervention the concentration of catechol 
amines in the plasma was 3.8 mcg. per liter of 
arterenol and 3.2 mcg. per liter of epinephrine. 
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The tumor was an encapsulated ovoid mass 
weighing 15 Gm., having the characteristics of a 
pheochromocytoma, and containing 5 mg. of 
arterenol per gram of tissue and no significant 
amount of epinephrine. No previous report of a 
recurrent pheochromocytoma developing at a dif- 
ferent site many months after the successful re- 
moval of the primary pheochromocytoma could be 
found. The return of the concentration of the 
catechol amines to normal from the abnormally 
elevated preoperative values after the first opera- 
tion for removal of a pheochromocytoma would 
seem to rule out the possibility of an undetected 
additional tumor at the time of the original opera- 
tive procedure. 


Otitis in Nurslings: Result of BCG Vaccination. 
N. I. Soboleva. Arkh. pat. 20:67-73 (No. 4) 1958 
(In Russian) [Moscow]. 


The author had observed in a number of nurs- 
lings a peculiar type of otitis developing apparently 
in connection with the administration of BCG vac- 
cine by mouth in liquid form. The otitis was 
characterized by granulations on the tympanic 
membrane and a purulent discharge from the ear. 
Removal of granulations and administration of 
PAS, Streptocide, and streptomycin brought about 
recovery. Myringotomy was performed in a few 
cases in which the condition deteriorated. The 
postoperative course was uneventful. Microscopic 
examination of the postoperative specimens sug- 
gested a tuberculous process. The granulation 
tissue and nodes showed a marked tendency toward 
fibrosis. Bacteria identical with the BCG strain 
were isolated in some of the cases. These patho- 
logical changes in the middle ear were in all prob- 
ability related to the administration of liquid BCG 
vaccine by mouth. 


Generalized Congenital Analgesia. M. Lamy, R. 
Garcin, M. L. Jammet and others. Arch. franc. 
pédiat. 15:433-448 (No. 4) 1958 (In French) [Paris]. 


Generalized congenital analgesia was discovered 
in a young child hospitalized for severe lingual 
ulceration. The ulceration had started when the 
child was 9 months old, at the time when the first 
teeth appeared. At the age of 16 months analgesia 
was generalized and complete. It was not associated 
with any vegetative, affective, or intellectual re- 
action to excitation which is normally painful. It 
was isolated, without any other sensitive disturb- 
ance, and without any other neurological disorder. 
At the age of 26 months a certain sensitivity to pain 
seemed to appear, especially to pricking and to 
chilling. Skin biopsy revealed nerve fibers with free 
terminations. The authors discuss other cases of 
this peculiar condition which have been reported 
in the literature often under different names. 
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DERMATOLOGY 


Streptomycin Dermatitis in Nurses. H. T. H. Wil- 
son. Brit. M. J. 1:1378-1382 (June 14) 1958 [London]. 


A variety of dermatoses, which include pruritus, 
erythema, eczema, photosensitivity, urticaria, ex- 
foliative dermatitis, and purpura, have been reported 
in patients treated with streptomycin. Over a pe- 
riod of 8 years, 14 cases of streptomycin dermatitis 
were seen among the nursing staff of a London 
hospital, and 2 more were referred from elsewhere. 
One of the patients was a male nurse, the remainder 
being female. The sites most often affected were 
the sides and backs of the fingers, the backs of the 
hands, the forearms, the elbow flexures, and the 
face. All cases were patch-tested against a 5% 
aqueous solution of streptomycin and _ penicillin 
(1,000 units per milliliter). Positive patch reactions 
were elicited in all except the male nurse, who was 
negative on 2 separate occasions but gave a positive 
intradermal reaction associated with a flare-up on 
the affected parts of the face and hands. Generally, 
once a nurse has acquired a high degree of sensi- 
tivity to streptomycin, she (or he) can seldom if ever 
handle the antibiotic again. One nurse lost her 
sensitivity 2 years after the initial outbreak, and 
another nurse showed diminution of sensitivity 
within 2 to 3 years; the remainder exhibited little, 
if any, loss of sensitivity during the period of ob- 
servation unless steps had been taken to desensitize 
them. Desensitization was attempted in cases where 
it was not practical for the nurses to actively avoid 
handling the substance. Six of the nurses were suc- 
cessfully desensitized, with a relapse in one case 
and a partial relapse in another. 


Kaposi's Sarcoma Superimposed on Erythroderma 
Psoriaticum. A. E. Segal and M. J. Costello. A. M. A. 
Arch. Dermat. 77:642-647 (June) 1958 [Chicago]. 


The authors report on an 84-year-old woman with 
simultaneous occurrence of erythroderma_psori- 
aticum and Kaposi’s multiple idiopathic hemor- 
rhagic sarcoma. The patient was admitted to the 
service of dermatology and syphilology of the Beile- 
vue Hospital Center in New York and was treated 
for universal erythroderma psoriaticum with hy- 
drocortisone given orally in doses of 80 mg. daily 
and weekly intramuscular injections of corticotropin 
(Acthar) gel for 4 months. She then was given 
prednisone (Meticorten) orally in doses of 20 mg. 
daily, and treatment was continued indefinitely 
with a maintenance dose of 15 mg. daily. The 
psoriasis during this period was characterized by 
remissions, during which the erythroderma faded 
and distinct plaques of psoriasis remained. Attacks 
of intermittent diarrhea and constipation occurred 
1 year after admission. Two years after admission 
and 7 years after the first manifestation of psoriasis, 
well-circumscribed, reddish-purple nodules, 4 to 8 
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mm. in diameter, were noticed. These were semi- 
hard and tender. The lesions appeared simultane- 
ously on the extensor surfaces of the extremities, 
the buttocks, the chin, and the left upper-eyelid. A 
few days later the palms and soles were involved 
with similar lesions. Two weeks later blood oc- 
curred in the stools, and this was followed by con- 
stipation and diarrhea of short duration. Enlarged, 
slightly tender lymph nodes in the left supraclavicu- 
lar, axillary, and inguinal regions were observed. 
Biopsy specimens of psoriatic skin from the back 
and of a nodular lesion from the back clarified the 
diagnosis of chronic dermatitis of psoriasiform type 
and of Kaposi's sarcoma respectively. 

Aqueous crystalline penicillin G was given in 
doses of 500,000 units every 8 hours until a total 
dose of 20 million units was administered. At the 
termination of this course of treatment the nodular 
lesions had regressed 20%. A course of potassium 
arsenite (Fowler's) solution was administered; the 
patient’s general condition became worse, the 
erythroderma became severe, but no_ essential 
change was noted in the nodular lesions. A total 
dose of 300 r, administered in 3 weekly treatments 
to 2 nodular lesions on the palm and on the wrist, 
resulted in complete disappearance of the lesion on 
the wrist. The patient died, and autopsy was per- 
formed. The final anatomic diagnosis was Kaposi's 
idiopathic hemorrhagic sarcoma with involvement 
of the skin, pharynx, stomach, small and large in- 
testine, peripancreatic adipose tissue, epicardium, 
and mammary lymph nodes, thromboembolism of 
the pulmonary arteries, and chronic ulcers of the 
stomach. The distribution of the sarcomatous 
lesions was classic. There was one unique feature, 
however: the distribution of epicardial and peri- 
pancreatic lesions along the course of the medium- 
sized muscular arteries. This distribution was not 
noted in the gastrointestinal tract where more of 
the mucosal distribution was seen. There have been 
no similar reports in the literature of the simultane- 
ous occurrence of erythroderma psoriaticum and 
Kaposi's multiple idiopathic hemorrhagic sarcoma 
in the same patient. 


A Case of Fatal Metastasizing “Erythroplasia.” 
M. Witham, M. Garretts, A. Levine and A. Jarrett. 
Brit. J. Dermat. 70:201-210 (June) 1958 [London]. 


The case reported is thought to provide a link 
between the erythroplasia of Queyrat, the plasma- 
cell type of Zoon, and a sweat-duct carcinoma. 
Erythroplasia was described by Queyrat in 1911, 
and it was generally regarded as a precancerous 
lesion. Darier identified it with Fournier's “epitheli- 
ome papillaire nu,” pointing out that the surface is 
brilliant red and velvety and that it develops into 
an invasive prickle-cell epithelioma; he also men- 
tioned that these lesions are sometimes found on 
nonmucocutaneous parts of the skin, side by side 
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with typical Bowen's disease. Zoon in 1950 and 
1952 observed cases of erythroplasia characterized 
histologically by a plasma-cell infiltrate beneath a 
villous epidermis. He regarded the condition as 
benign, and so differentiated it from Queyrat’s 
erythroplasia. The authors’ patient presented him- 
self with numerous psoriasiform patches of Bowen's 
disease and 1 large brilliant red plaque resembling 
erythroplasia. Histologically, one portion of the 
erythroplasic plaque had the structure of Zoon’s 
type, and another portion showed Bowenoid 
changes in the epidermis. Later, this plaque be- 
came frankly malignant and spread rapidly as “can- 
cer en cuirasse.” It also gave rise to copious visceral 
metastases which proved fatal. Some of these re- 
sembhled metastases from a breast cancer. Renewed 
histological studies of the erythroplastic plaque 
revealed, in the earlier biopsies, evidence of sweat- 
duct proliferation and, in the later ones, features 
resembling nevus syringoadenomatosus papilliferus, 
except that the duct cells had become malignant 
and filled the lumen. Some of the visceral metas- 
tases showed similar features. It is suggested that 
this is a case of sweat-duct carcinoma with features 
indicating relationship between nevus syringoade- 
nomatosus papilliferus, Paget's disease, both types 
of erythroplasia, and some cases of Bowen’s disease. 


UROLOGY 


Primary Amyloidosis of the Ureter. B. F. Andreas 
and M. Oosting. J. Urol. 79:929-931 (June) 1958 


[Baltimore]. 


Amyloidosis of the genitourinary tract is rela- 
tively rare, but several cases involving the bladder 
have been reported, as well as 1 case involving both 
the renal pelvis and the ureter. Since the authors 
were unable to find any previous cases in the Amer- 
ican literature involving only the ureter, they re- 
port ‘their observations on a 12-year-old girl who 
had primary amyloidosis of the ureter. The present- 
ing symptoms were pain in the costovertebral angle 
and hematuria. On surgical exploration the lower 
third of the ureter was found to be dilated to ap- 
proximately 1 cm., and the wall of the ureter in this 
region was markedly thickened and showed what 
appeared to be a severe inflammatory process. A 
left-sided ureteronephrectomy was performed; the 
patient’s postoperative course was uneventful. The 
small, pale kidney weighed 60 Gm. with 15 cm. of 
ureter attached. The distal portion of the ureter 
was dilated and thickened, having a waxy, granular 
appearance, with patches of hemorrhage. The 
mucosa showed areas of hyperplasia as well as 
ulceration. Hematoxylin and eosin stains suggested 
a degenerative process as seen in amyloidosis. Sub- 
sequent sections stained with Congo red dye as 
well as with crystal violet gave the reactions char- 
acteristic of amyloid deposition. Two and one-half 
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years later the child was in good health, of normal 
weight for her age, and free of genitourinary com- 
plaints. 


Cystic Disease of the Kidney in Infants. J]. W. 
Hooper Jr. J. Urol. 79:917-924 (June) 1958 [Balti- 


more]. 


The author presents a clinical classification of 
cystic disease of the kidney in infants, which is 
based on a review of the literature. He lists the 
following types: (1) unilateral multicystic kidney; 
(2) multilocular cystic kidney; (3) solitary renal cyst; 
(4) bilateral multicystic kidney; (5) infantile poly- 
cystic kidney; (6) adult polycystic kidney found in- 
infancy; and (7) calyceal cyst. He briefly comments’ 
on these forms and then presents the histories of 7 
patients who were observed during the past 4 years. 
Two of the 7 infants had unilateral multicystic or 
polycystic kidney, and 1 had bilateral multicystic 
kidney. Two cases of congenital-type polycystic 
kidney are presented, occurring in identical twins, 
and, finally, an unusual case of calyceal cyst of the 
kidney and a case of adult polycystic kidney in an 
infant are presented. Unilateral polycystic or mulkti- 
cystic kidney, large solitary renal cysts of infancy, 
and multilocular cyst of infancy should be treated 
by surgery. Bilateral multicystic kidney and _bi- 
lateral congenital polycystic kidney are incompati- 
ble with life. Adult polycystic kidney in infancy is 
recognized rarely, and the treatment is merely sup- 
portive. 


The Cytodiagnosis of Prostatic Carcinoma: A Fol- 
low-Up Study. I. N. Frank and W. W. Scott. J. Urol. 
79:983-988 (June) 1958 [Baltimore]. 


The authors have been concerned for the past 82 
years with the application of exfoliative cytology 
to the diagnosis of prostatic carcinoma. During this 
period, a total of 10,410 slides were examined from 
2,445 patients in the age range in which this lesion 
is most prevalent. The specimens for examination 
were obtained by prostatic massage in practically 
every instance. It was the impression of the clini- 
cians that routine massage creates no demonstrable 
increase in the spread of the disease or over-all 
morbidity. In fact, a review of cases in which radi- 
cal perineal prostatectomy was performed on pa- 
tients from this clinic yielded survival rates which 
compared favorably with other such series reported. 
Most of these patients had been subjected to diag- 
nostic prostatic massage prior to surgery and, in 
many cases, repeated massage. Adequate specimens 
are most readily obtainable by moderate lateral to 
medial digital pressure on the prostate, followed 
by a milking compression down the median furrow 
to the region of the membranous urethra. An effort 
is made to avoid the seminal vesicles, since the 
secretions from these structures dilute and mask 
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the prostatic material. This technique is no more 
traumatic than the prostatic massage method used 
by most urologists in their treatment of chronic 
prostatitis. 

The following are listed as cytological criteria of 
malignancy: variation in size and shape of nuclei; 
hyperchromatism; crowding of cells and overlap- 
ping of nuclei (in sheets); bizarre, irregular nuclei; 
chromatin stippling and patches; single large or 
multiple nucleoli with altered nucleoli-nuclear 
ratio; mitotic figures (rarely seen); and cast-like cell 
groupings. Five different classes of cytological 
smears were differentiated: class 1 was character- 
ized by absence of abnormal or atypical cells; in 
class 2 smears atypical cells were present but with- 
out abnormal features; in class 3 smears there were 
cells with abnormal features but not sufficiently 
pathognomonic; in class 4 smears large numbers of 
pathognomonic cells and cell clusters were found; 
and in class 5 smears large numbers of conclusive 
cells and cell clusters existed. Class 3 smears were 
considered suggestive of cancer, and the smears of 
classes 4 and 5 as cancer positive. 

There were 296 patients with these 3 types of 
cytological smears, that is, 70 with class 3, 159 
with class 4, and 67 with class 5 smears. Carcinoma 
was definitely demonstrated in 46.7% of those with 
class 3 smears, in 83.8% of those with class 4 smears, 
and in 97% of those with class 5 smears. False- 
positive and false-negative reports are discussed. 
The authors feel that the prostatic smear does offer 
a useful adjunct to the diagnosis of prostatic carci- 
noma. The information obtained from this proce- 
dure, used in conjunction with clinical impression, 
x-ray reports, phosphatase studies, and biopsy, 
should give maximum accuracy of diagnosis. The 
authors are presently evaluating the additional 
determination of the prostatic acid phosphatase, 
which they consider to be a more accurate and 
sensitive measure than the total serum acid phos- 
phatase. The specimen for cytological examination 
may be readily collected at the time of the patient's 
first visit and repeated as needed. On the average, 
2 specimens were obtained by massage per patient 
in this series. 


True Hermaphrodite Siblings. W. A. Milner, W. B. 
Garlick, A. J. Fink and A. A. Stein. J. Urol. 79:1003- 
1009 (June) 1958 [Baltimore]. 


True hermaphroditism has been defined as the 
presence in the same individual of both ovarian 
and testicular tissues. The 68 cases reported prob- 
ably represent only a small part of the actual inci- 
dence. There have been no previous reports on true 
hermaphroditism in siblings. The authors present 
2 “brothers” who were proved to be true hermaph- 
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rodites. A 13-year-old boy was admitted to hospital 
with an undescended left testis. There were 1 older 
male sibling, aged 17 years, considered to be nor- 
mal, and a 12-year-old brother and a 5-year-old 
sister also without genital anomalies. A 1-year-old 
brother, however, was stated to have a marked 
chordee, penoscrotal hypospadias, and undescended 
right testis. 

In the 13-year-old boy a small testis was palpable 
in the left inguinal canal, but it was not possible 
to bring it down to the scrotum manually. The right 
testis was in the scrotum, and a pea-sized nodule 
was palpable on its upper pole. The penis presented 
a balanitic one-degree hypospadias. A specimen 
was taken from the lower pole of the left testis for 
biopsy. The next day, a left-sided orchiopexy and 
hernia repair with the scrotal placement of a nor- 
mal-appearing testis and epididymis were per- 
formed. Division of the rudimentary chordee was 
likewise accomplished. A right-sided scrotal explor- 
ation then revealed a brown, abnormal-appearing 
testis, seemingly enclosed in a translucent serous 
membrane with a normal, loosely attached epididy- 
mis. The upper pole of the testis consisted of a 
firm, rubbery, brown nodule which shelled out 
easily from its testicular bed. Frozen section re- 
vealed a sclerosed testis containing a few small 
cystic spaces. Permanent sections showed an atro- 
phic sclerosed testis surrounded by dense fibrous 
tissue which merged into typical ovarian tissue 
containing multiple graafian follicles. About 18 
months later the boy complained of progressive 
breast enlargement and monthly recurring breast 
tenderness. Laparotomy and bilateral scrotal ex- 
plorations were performed. Examination of the 
pelvis did not reveal any female structures, and 
each vas deferens to the internal inguinal ring was 
also normal. The pelvic outlet was androgynoid. 
The right gonad and spermatic cord were mobil- 
ized, and the smooth, ovoid gonad was subjected to 
bipolar biopsy. The upper pole revealed a focally 
sclerosed and inflamed epididymis. The inferior 
pole showed a testis displaying inactive spermato- 
genesis with moderate interstitial-cell hyperplasia. 
Attention was then directed to the left gonad, 
which appeared rudimentary with a thin translu- 
cent-like tunica albuginea and slightly nodular in 
its superior pole. It was felt that the upper pole 
represented an ovarian segment of an ovotestis. On 
frozen-section examination, this tissue was again 
reported as showing inactive spermatogenesis and 
interstitial-cell hyperplasia. Biopsy of the lower 
pole revealed ovarian tissue containing numerous 
ova and some follicular cysts. The left gonad was 
excised. 

In the younger brother the exploration of both 
testes also revealed ovarian tissue. The association 
of the combination of hypospadias and cryptorchid- 
ism, present in almost all the previously reported 
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instances of true hermaphroditism, was similarly 
noted in these 2 siblings. The authors believe that 
the presence of a testicular nodule combined with 
an external genital defect should suggest the diag- 
nosis of true hermaphroditism and indicate the 
need for surgical exploration. Surgical sexual 
gonadal separation in the majority of ovotestes is 
feasible and histologically complete. The finding of 
true hermaphrodite siblings has given indirect sup- 
port to the genticists in their controversy concern- 
ing the etiology of this condition. 


THERAPEUTICS 


Clinical and Laboratory Studies with Chlorothia- 
zide: An Oral Diuretic. W. C. Watson, T. J. Thom- 
son and J. M. Buchanan. Lancet 1:1199-1201 (June 
7) 1958 [London]. 


The authors investigated the nature and degree 
of diuresis obtained with chlorothiazide in various 
clinical states associated with retention of fluid. 
Twenty-six “acute” experiments were performed on 
22 patients with the following clinical conditions: 
congestive heart-failure, cor pulmonale with cardiac 
edema, preeclamptic toxemia of pregnancy, chronic 
azotemic uremia, nephrosis, hypertension, hepatic 
cirrhosis with ascites and edema, fulminating bron- 
chiolitis and acute congestive heart-failure, and 
“steroid” edema. The term “acute” experiment im- 
plies the effect of a single oral dose of 2 Gm. of 
chlorothiazide. The patient’s urine was collected for 
24 hours up to 9 a. m. on the day of the test. At 
9 a. m. he was given 2 Gm. of chlorothiazide, and 
the next 24 hours’ excretion of urine was collected 
in 2 amounts—a 6-hour fraction and an 18-hour 
fraction. Each sample of urine was measured, its 
pH recorded, and its sodium, chloride, and potas- 
sium concentration estimated. Samples of blood 
were taken at the end of each collection period, 
and their protein, urea, sodium, chloride, potassium, 
and alkali reserve were estimated. 

There was considerable increase in the flow of 
urine, which is greater in the 6 hours immediately 
after the administration of chlorothiazide. The di- 
uresis induced by chlorothiazide is associated chief- 
ly with an increased excretion of sodium and chlo- 
ride. When the serum levels of these electrolytes 
are low, the drug will not compel their excretion: 
in such circumstances it tends to promote the 
excretion of potassium and bicarbonate. Hypochlo- 
remia can easily be corrected, however, by adminis- 
tering ammonium chloride, and this simple expedi- 
ent might augment the diuretic action of chlorothia- 
zide in such patients as it augments the action of 
mersalyl. In general, the best diuretic response 
occurred in the type of patient who responds 
well to mersalyl. In patients with pulmonary heart 
disease the response was disappointing. After 6 
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months’ experience with chlorothiazide the authors 
are not certain that tolerance develops; nor are they 
convinced that a regimen of divided doses (i. e., 
10 Gm. twice daily) has any clinical advantages. 
They feel that, unless there are urgent reasons for 
obtaining a maximal diuresis, single doses are pref- 
erable because they avoid the fatigue of unneces- 
sary nocturia. 


Preliminary Report on Clinical and Bacteriological 
Observations in Treatment of Specific Pulmonary 
Diseases with Ethereal Oils (Oleum Spicae) in Com- 
bination with Streptomycin. A. Liener. Beitr. Klin. 
Tuberk. 118:148-161 (No. 3) 1958 (In German) 
[Berlin]. 


Combination therapy to prevent the development 
of resistance on the part of the tubercle bacilli 
against antibiotics was particularly important to 
Liener, because a large percentage of the patients 
at his hospital had extensive and old lesions in which 
long-term antibiotic therapy was necessary. Since 
the combined use of antibiotics involves the prob- 
lem of the development of hypersensitivity in the 
patient, he deemed it advisable to investigate 
Stickl’s observation that the addition of small 
amounts of ethereal (volatile) oils would greatly 
increase the bacteriostatic effects of streptomycin. 
First, in vitro tests were made on tubercle bacilli 
cultures with streptomycin and the volatile extracts 
of spike lavender oil (oleum spicae). This volatile 
oil was used because an injectable preparation of 
this oil (known as Tavipec) was available. A trial 
in patients was then begun with a small daily dose 
of 250 mg. of streptomycin. in addition the patients 
were given in the morning and in the evening an 
intramuscular injection of 1 ampule of the prepara- 
tion of spike oil. Patients with especially severe 
lesions were given the spike oil also by inhalation. 
All 51 patients who were subjected to this treatment 
were kept under strict bacteriological and clinical 
control, and when there were signs that the process 
became progressive, the therapy was changed. 

The author emphasizes that this is a preliminary 
report, which aims to induce others to study the 
combination therapy of streptomycin with volatile 
oil on larger numbers of patients. In his series the 
development of resistance to streptomycin was 
definitely delayed by giving streptomycin in the 
small dose of 250 mg. daily, together with 2 am- 
pules of the volatile spike oil. The probability that 
the action of antibiotics is potentiated by the paren- 
teral administration of the volatile extracts of spike 
oil was greatly increased by the reported observa- 
tions. The therapeutic results obtained (even ad- 
mitting the limited number of patients) compared 
favorably with those obtained with other forms of 
combination therapy. Further studies will be neces- 
sary to ascertain whether optimal effects were 
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obtained with the dosage used. The method did 
exert a therapeutic effect. No serious secondary 
effects were produced with the spike oil. 


PATHOLOGY 


Carcinoma of the Stomach in Hiroshima, Japan. 
E. S. Murphy. Am. J. Path. 34:531-542 (May-June) 
1958 [Ann Arbor, Mich.]. 


Carcinoma of the stomach is the most frequent 
neoplastic disease for both men and women in 
Japan. In 1955 it was decided that the pathology 
department of the Atomic Bomb Casualty Com- 
mission should undertake an investigation of the 
occurrence of carcinoma of the stomach in the 
population of Hiroshima. The aim was to determine 
any differences in incidence, age of onset, or type 
of gastric tumor occurring in the population group 
exposed to mass irradiation as compared with a 
nonexposed population. A total of 535 patients with 
carcinoma of the stomach were listed in the surgical 
and autopsy records of the Hiroshima commission 
between Dec. 1, 1948, and June 30, 1957. Of these 
patients, 187 had been exposed to the explosion of 
the atomic bomb. No significant differences were 
found between the exposed and the nonexposed 
groups for the average age at the time of diagnosis, 
the age distribution in 5-year age groups, the post- 
operative survival time, or the histological pattern 
and location of the tumor in the stomach. The 
incidence of all neoplasms in the exposed and non- 
exposed groups was also calculated and found to 
be almost equal. The possibility that the definition 
of “exposure” was too broad and was thus hiding 
effects in the patients exposed at 2,500 meters or 
less was considered, and the material was reexam- 
ined with 2,500 meters from the hypocenter as the 
limit of exposure. The patients exposed at between 
2,500 and 10,000 meters were added to the control 
group. The incidences of carcinoma of the stomach 
and of all neoplasms were again calculated and 
again found to be approximately equal. In the pa- 
tients treated by a surgical resection of the cancer 
through 1956, a follow-up was possible in 252; 93 
of these were still living, but only 7 had lived more 
than 5 years after the operation. Only 1 of these 
was an exposed patient, but no significance was 
attached to this finding. 


Bacteriological Studies on Hospitalism and Its 
Epidemiology with Consideration of Serologic 
Methods for Differentiation. P. Naumann and W. 
Heusser. Chirurg 29:193-198 (May) 1958 (In Ger- 
man) [Berlin]. 


In an attempt at prophylaxis against hospital 
infections caused particularly by therapy-resistant 
coagulase-positive strains of staphylococci, the 
authors carried out bacteriological studies in 7 de- 
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partments of the surgical clinic of the University 
in Hamburg, Germany. Smears obtained from 
wounds of patients, rhinolaryngeal smears obtained 
from the hospital staff, and the hands of the latter 
were studied in order to ascertain the various pos- 
sibilities of transmission along the pathway of the 
infection. One hundred twenty-four wound smears 
were obtained from 114 patients, and 47 strains of 
Staphylococcus pyogenes var. aureus were cultured 
from the specimens obtained from 46 of these pa- 
tients. Thus, 46 (about 40%) of these 114 patients 
were infected by pyogenic staphylococci. Forty-five 
(about 96%) of the 47 strains of staphylococci were 
resistant to penicillin. Twenty-three of 34 staff 
members (10 physicians, 20 nurses, and 4 adminis- 
trative workers) were carriers of pyogenic staphylo- 
cocci; of the 37 isolated strains, 30 were obtained 
from rhinolaryngeal smears of the hospital staff, and 
7 were obtained from the hands of these staff 
members. Thirty-two of the 37 strains were resistant 
to penicillin. These data corresponded with those 
obtained by other workers. A study of the dust in 
the air of 15 hospital wards showed that in 13 of 
these wards dust particles in the air were infected 
by pathogenic staphylococci, and of 25 strains cul- 
tured, 19 were resistant against penicillin and 
streptomycin. Bacteriological examination of 30 
woolen bed covers revealed pathogenic staphylo- 
cocci in 3 of these covers. Strains of coagulase-posi- 
tive staphylococci were obtained from 2 of 24 
roentgen-ray films examined for the presence of 
such bacteria. 

Since the behavior of staphylococci against anti- 
biotics does not represent a property which is un- 
changeable, and since this behavior depends to a 
great extent on the type of antibiotic preparation 
employed for treatment, conclusions cannot be 
drawn from this behavior. Consequently serologic 
typing of the 114 strains of staphylococci which 
were obtained by culture was carried out according 
to the techniques devised by Cogan and Oeding 
and modified by Griin. Most of the strains belonged 
to the ABCE, AB, and B antigen groups. The AB 
strains were definitely identified as so-called hos- 
pital bacteria according to their distribution among 
the hospital staff and their occurrence in the dust 
particles in the air and in the bed covers as well as 
because of their frequent occurrence in secondary- 
infected wounds. Concerning the strains with the 
ABCE and B antigen structure, it could only be 
suspected that they had originated from members 
of the nursing staff. With the aid of sensitivity tests 
to antibiotics and of serologic methods, the bivalent 
differentiation of pathogenic staphylococci by sev- 
eral characteristics which do not depend on one 
another thus has proved itself as an essential ex- 
pedient in the detection of sources of infections 
due to the so-called hospital staphylococci and of 
the path of their spread. 
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BOOK REVIEWS 


Mould Fungi and Bronchial Asthma: A Mycological and 
Clinical Study. Volume I. By P. J. van der Werff, Head of 
Amsterdam Clinic for Allergic Diseases, Amsterdam. With 
foreword by Prof. Dr. Johanna Westerdijk, Director of Cen- 
traalbureau voor Schimmelcultures, Baarn, Netherlands. 
Cloth. $7.50. Pp. 174, with 67 illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; H. E. Stenfert Kroese N. V., Pieterskerkhof 38, Leiden, 
Holland, 1958. 


In the last 25 years or so, the importance and fre- 
quency of hay fever and asthma from the airborne 
spores of molds have been largely investigated by 
American workers, but before this period the Dutch 
physician, W. Storm van Leerwen, conducted ex- 
periments which pointed to molds as a common 
cause of asthma. The author of this volume is a dis- 
ciple of Kremer who was associated with van Leer- 
wen. It is thus particularly appropriate that the 
most complete presentation on this subject is writ- 
ten by such a man. The book describes climates in 
relation to mold allergy, gives a survey of general 
mycology, and gathers the findings from all over 
the world on the presence of mold spores in the 
open air, in homes, and in special occupational en- 
vironments. Ample data are given for the prepara- 
tion of a variety of culture mediums. There are a 
large number of photographs of molds. Some are 
excellent, but many could be improved if they are 
to serve a teaching purpose. The references are 
quite complete. The clinical allergic and immuno- 
logical aspects are reserved for a second volume. 
This book will interest every one seriously interest- 
ed in allergy as well as mycology. 


High Arterial Pressure. By F. H. Smirk, M.D., F.R.C.P., 
F.R.A.C.P., Professor of Medicine, University of Otago, 
Dunedin, New Zealand. Cloth. $15. Pp. 764, with illustra- 
tions. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, IIl.; Blackwell Scientific Publications, Ltd., 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1957. 


This book is presented “for consecutive reading - 


and for reference on problems arising in practice.” 
Those sections dealing with the several areas to 
which the author has made personal contributions 
are enthusiastically presented and are correspond- 
ingly interesting. The concept of essential hyper- 
tension as the culmination of a series of repetitive 
pressor episodes of varied origin accords with most 
current thinking. Chapters on the incidence and 
prognosis of hypertension provide useful statistical 
compendiums. The presentation is extensive but 
lacks proportion. Even the best sections devote 
much space to more or less irrelevant details and 


These book reviews have been prepared by petent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


tend, thereby, towards tedium. Thus, it seems un- 
necessary to consider the ganglion blockers, includ- 
ing some of dubious marketability or interest, in- 
dividually in such great detail. Some sections, 
notably, those removed from the author’s direct in- 
terests, seem to have been assembled without much 
attempt at evaluation from a large but not compre- 
hensive bibliography. Certain chapters do not con- 
vey as much information as seems desirable. The 
discussion of arteriosclerosis is sketchy. Consider- 
ation of hypertensive encephalopathy focuses on 
transient cerebral attacks rather than on the omi- 
nous syndrome of rising arterial pressure, increas- 
ing headache, and progression from stupor to coma. 
Anticoagulant treatment of cerebrovascular disease 
is not considered. Pyelonephritis, an important reme- 
diable cause of hypertension, is hastily dealt with, 
with no consideration of the indications for or in- 
terpretation of sediment counts, quantitative urine 
cultures, or urograms. Renal artery lesions are re- 
viewed as causes of hypertension but without dis- 
cussion of their diagnosis by angiography or other 
means. The description of aldosteronism conveys no 
recognizable picture. It would seem arbitrary to list 
hydralazine under “drugs mostly of academic inter- 
est” and premature to suggest that the rauwolfia 
alkaloids are substantially, rather than quantita- 
tively, different in their psychic effects or that meca- 
mylamine shows little cross tolerance as compared 
to other ganglion blockers. Most persons will use 
this as a reference book. Few will be tempted to 
read it consecutively. As concerns problems of prac- 
tice, its best function is to provide detailed authori- 
tative information on the treatment of hypertension 
with ganglion blockers alone or in combination with 
reserpine and on the organization of a clinic for this 
purpose. The author is to be commended for his 
insistence on the need for vigorous maximal control 
of high arterial pressure in patients with hyperten- 
sive disease. His experience justifies this, and the 
point is not generally appreciated. His comments 
on the psychic gain experienced by patients whose 
severe hypertension is brought under control de- 
scribe an elusive but significant aspect of such 
treatment. 


Advances in Cancer Research. Volume VY. Edited by Jesse 
P. Greenstein and Alexander Haddow. Cloth. $10.80. Pp. 
463, with illustrations. Academic Press, Inc., 111 Fifth Ave., 
New York 3, 1958. 


This book should be of interest to experimental- 
ists in several disciplines but will be of little inter- 
est to the average clinician except in its discussions 
of primary cancer of the liver (by Berman, of South 
Africa) and of tumor-host relations (by Begg, of 
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the University of Western Ontario). Other topics 
discussed are protein synthesis and growth proc- 
esses, the newer concept of cancer toxin, chemically 
induced tumors of fowls, anemia in cancer, specific 
tumor antigens, and the chemistry and carcinoge- 
nicity of 2-fluorenamine and related compounds. 
The international flavor of the volume is indicated 
by contributions from Russia, England, Japan, Scot- 
land, and the United States. Berman concludes that 
environmental factors, both cirrhotogenic and car- 
cinogenic, are probably responsible for hepatic neo- 
plasia occurring in a favorably prepared “soil” 
largely determined on a nutritional basis. Price and 
Greenfield (of the National Cancer Institute, U. S. 
Public Health Service) emphasize the inadequacy of 
understanding of the mechanisms of anemia in the 
patient with cancer and the need to explore vascular 
influences in erythrocyte destruction. Tables and 
figures are few in number. There are no illustra- 
tions. Extensive reference lists are appended to 
each chapter, with an all-inclusive author index. 
The type is admirably readable. 


Methods in Physical Education: An Illustrated Textbook 
for Students Preparing to Teach Boys and Girls in Secondary 
Schools. By Hilda Clute Kozman, Ph.D., Rosalind Cassidy, 
Ed.D., Professor of Physical Education, University of Cali- 
fornia, Los Angeles, and Chester O. Jackson, Ed.D., Pro- 
fessor of Physical Education, University of Illinois, Urbana. 
Third edition. Cloth. $6. Pp. 549, with illustrations. W. B. 
Saunders Company, 218 W. Washington Sq., Philadelphia 5; 
7 Grape St., Shaftesbury Ave., London, W. C. 2, England, 
1958. 


This is the third edition of a textbook for pro- 
spective teachers in secondary schools. Its methods 
and approach are much improved over those of the 
previous editions. Noteworthy is the greater degree 
of personalization for the student, with stress on 
self-direction, self-management, and self-responsi- 
bility. Early in the book the authors set their broad 
goals in terms of frequently quoted requirements 
for teachers: physical stamina, emotional stability, 
academic competence, social adaptability, civic ca- 
pability, communication facility, intellectual versa- 
tility, and educative proficiency. On this broad base 
they build a philosophy of methods and demon- 
strate how these criteria can be applied to the 
specific field of physical education. The volume is 
calculated to broaden the outlook of the prospec- 
tive teacher through a process of continuing self- 
appraisal and planning for improvement; yet, with 
all of its stress on “you, the teacher,” and its empha- 
sis on teaching methods and procedures, it does not 
lose sight of the child who rightfully is held as 
the central focus in each aspect of the educative 
process. In the view of the authors, physical edu- 
cation is a means to an end rather than an end in 
itself. It is one method of educating young people 
through appealing physical activities. In the educa- 
tional setting its physical benefits are a concomi- 
tant outcome rather than the only goal of the pro- 
gram. 
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Surgery in Infancy and Childhood: A Handbook for 
Medical Students and General Practitioners. By Matthew 
White, M.A., M.B., Ch.B., and Wallace M. Dennison, M.D., 
F.R.F.P.S., F.R.C.S. Cloth. $9.50. Pp. 444, with 267 illustra- 
tions. Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2; E. & S. Livingstone, Ltd., 16 
and 17 Teviot Place, Edinburgh 1, Scotland, 1958. 


This book is dedicated to the nursing staff of the 
Royal Hospital for Sick Children in Glasgow, Scot- 
land. The authors’ purpose is to introduce to the 
senior medical student some of the surgical prob- 
lems encountered in infancy and childhood. It is 
not intended as a reference book for pediatric or 
other surgeons. It is based, primarily, on a series 
of lectures and demonstrations. It is unfortunate 
that no bibliography was included. Line drawings, 
sketches, roentgenograms, and photographs (some 
in color) are well placed, well chosen, and informa- 
tive. The subjects considered include surgery in in- 
fancy and childhood; preoperative care, anesthesia, 
and postoperative care; trauma; infection; bone; 
hemangioma and lymphangioma; the esophagus; 
the stomach; intestinal obstruction in the newborn 
infant, abdominal pain in infancy and childhood; 
intestine, colon, rectum, and anus; the umbilicus; 
testis and epididymis; hernia and hydrocele; liver 
and spleen; genitourinary system; the thorax; the 
head; face, mouth, and jaws; the neck; spine and 
pelvis; upper limbs, lower limbs, and paralysis in 
childhood. The succint discussion and supporting 
sketches on congenital cardiovascular anomalies are 
particularly commendable. The format and compo- 
sition of the book are pleasing. This volume should 
be in the library of nursing schools and accessible 
to medical students, but it cannot compete with 
American textbooks on the same subject. 


Orthopedic Diseases: Physiology—Pathology—Radiology. 
By Ernest Aegerter, M.D., Professor of Pathology and Direc- 
tor of Department of Pathology, Temple University Medical 
Center and School of Medicine, Philadelphia, and John A. 
Kirkpatrick, Jr., M.D., Radiologist, St. Christopher’s Hospital 
for Children, Philadelphia. Cloth. $12.50. Pp. 602, with 354 
illustrations. W. B. Saunders Company, 218 W. Washington 
Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W. C. 2, England, 1958. 

This new volume is well written and brings a 
fresh viewpoint to many of the disease entities that 
are described. Each of its sections is practically a 
monograph. The first deals with connective tissue 
in general and includes a brief chapter on radiology 
of the skeletal system. Section 2 deals with disturb- 
ances in skeletal development. Each disease entity 
is described in general, then the roentgenographic 
manifestations, microscopic appearance, and prog- 
nosis are given. Section 3 discusses disturbances in 
the normally formed skeleton in a similar way, and 
section 4 is concerned with tumors. The book is ex- 
cellently illustrated, and the authors are to be com- 
mended for the superior quality of these reproduc- 
tions. This book is one of the best reference books 
on orthopedic diseases that has been published. 


METASTATIC CARCINOMA OF THE 
RECTUM 

To THE Eprror:—Please give advice on treatment 
for metastases in the pelvis from carcinoma of 
rectum, the primary site in a 55-year-old woman. 
She had a colostomy 12 years ago, and function 
since then has been quite good. She has consider- 
able pain in the low part of her back at present 
which is relieved by therapy with opium deriva- 
tives, chlorpromazine hydrochloride, and dextro 
propoxyphene hydrochloride. The pelvic metas- 
tases are minimal according to x-ray findings. 
The pain seems to be out of proportion to the 
severity of the metastases. 

G. C. Haskell, M.D., Springfield, Ohio. 


Answer.—There is no satisfactory treatment for 
metastatic carcinoma of the rectum. It seems most 
unusual to have a carcinoma of the rectum recur 
after 12 years, and one wonders how the diagnosis 
of pelvic metastases was established. Reexploration 
may be indicated to determine the nature and 
extent of the recurrence of the disease. If the in- 
volved area can be identified, then local radiother- 
apy offers the best possibility of providing some 
relief, although this is admittedly a limited form 
of treatment. In the absence of more clinical infor- 
mation, a more detailed reply would be speculative. 
Generally speaking, however, there are no chemo- 
therapeutic agents that have had an important effect 
on metastatic carcinoma of the large intestine. 


ANSWER.—It is presumed that the metastases are 
to the bony pelvis and that the interval since 
treatment of the primary tumor is 12 years. It 
would be well to be cautious about the diagnosis 
and to keep in mind that a new disease may have 
occurred. Bone marrow studies might aid in the 
diagnosis. It would be well to use opiates sparingly, 
since the inquirer mentions that the metastases are 
minimal and, presumably, the patient's general 
condition is still good. X-ray therapy might be of 
help, and chemotherapeutic agents, such as tri- 
ethylenethiophosphoramide, might be tried empiri- 
cally. If such palliative treatment is unsuccessful, 
neurosurgical consultation should be requested. 


The answers here published have been prepared by competent au- 
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UNILATERAL TEMPOROMANDIBULAR 
JOINT PAIN 

To THE Eprror:—A 30-year-old woman had a grad- 
ual onset of pain in the right temporomandibular 
joint one year ago which has been present ever 
since, occasionally becoming more severe. The 
other joint has never been involved, and she has 
no other symptoms associated with this pain. The 
pain is aggravated when she opens her mouth 
widely and sometimes by chewing. She states 
that sometimes there is swelling around the joint, 
but this has not been noticed by anyone else. 
The patient has never had any arthritis or other 
similar illnesses, and a complete physical exami- 
nation revealed her to be in good physical con- 
dition otherwise. X-ray of the mandible and 
temporomandibular joint, done two months ago, 
showed a relaxation of the capsular ligament in 
both joints. No other abnormalities were noted. 
Please advise on diagnosis and treatment in this 
case. 

Ralph E. Thompson, M.D., Lebanon, Ore. 


ANswer.—It is assumed that the presence of any 
local disease about the temporomandibular joint 
has been excluded by adequate physical and roent- 
genographic examinations. Probably the most com- 
mon cause of the symptoms complained of by this 
patient is malocclusion. Careful examination by a 
dental surgeon is indicated. It is not uncommon 
that patients who experience symptoms of this sort 
develop a habitual tic of moving the jaw in a pe- 
culiar and abnormal way. This serves to continue 
the irritation. The patient's jaw should be put at 
rest. The use of a soft diet, avoidance of opening 
the jaws widely and, if necessary, a chin sling to 
restrict motion may be tried. 


Answer.—Although unilateral pain in the tem- 
poromandibular joint may relate to a number of 
causes, it will appear that in this instance the pa- 
tient may be suffering from a muscular spasm. This 
can be determined by injecting procaine hydro- 
chloride into the masseter muscle to determine if 
the pain disappears. If this does occur, one may 
be reasonably sure that the problem is not with 
the joint per se. By way of therapy, the patient 
should be advised to exercise the muscle by open- 
ing and closing the jaw to its maximum extent 
while the muscle has been anesthetized. If muscle 
spasm is her problem, this should bring relief. 
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TREATMENT OF PIGMENTED NEVI 


To THE Eprror:—A 12-year-old patient has a num- 
ber of pigmented nevi on the face and back. 
These are becoming more prominent and numer- 
ous. What would be the best treatment for facial 
pigmented nevi, with a cosmetic consideration? 

Donald F. McDonald, M.D., Seattle, Wash. 


Answer.—With the child 1 years old, it would 
be preferable not to attempt to remove these nevi. 
Unless there are some tumors that are clinically 
premalignant (flat, black, smooth, and hairless) in 
areas of present or potential trauma (such as on 
the feet or under straps) there is little to be gained 
by eradicating them at this age. Recurrences are 
common in patients before or during adolescence 
unless complete excision is performed. If the lesions 
are eliminated by an elliptical excision and sutur- 
ing, some scarring is to be expected and this may 
be greater and more disfiguring than anticipated. 
If the growths are ignored for the time being, many 
will become elevated and can then be shaved off 
even with the skin, and trichloroacetic acid can be 
applied to the bleeding base without producing 
scarring. Premalignant lesions can be excised and 
sutured at this age, since cosmetic results are less 
important here than considerations of future health 
and life. Chemical treatment of pigmented nevi is 
inadvisable, for histopathological study of such 
tumors is to be commended. All excised or shaved 
specimens should be subjected to microscopic ex- 
amination. If junctional changes are found in le- 
sions removed ultraconservatively (as by shaving), 
total postoperative excision should be considered. 
However, the presence of such alterations in the 
microscopic section is of less significance in the 
adolescent than it is in the mature person. 


HERPES PROGENITALIS 

To THE Eprror:—What is the significance of the ap- 
pearance of herpes simplex on the prepuce of an 
apparently healthy man, aged 45, and what, if 
any, treatment should be instituted? The herpes 
appears every three to four months, mostly on the 
right side, and seems not to have any connection 
to sexual activity. 


F. W. Gebhardt, M.D., Dupo, Ill. 


AnsweR.—Herpes simplex occurring on the pre- 
puce, commonly called herpes progenitalis, is 
caused by irritation or inflammation of the periph- 
eral nerves or ganglionic centers which is induced 
by various agents. These agents may be local, as 
the accumulation of smegma. Bouts of mild inflam- 
mation may recur from a specific or nonspecific 
infection of Cowper's gland, the prostate, or any 
structure in the lower intestine. This reaction may 
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be caused by bacterial agents or by certain foods. 
The condition in itself is not of major significance, 
but due to the production of breaks in the skin 
barrier it may provide a portal of entrance for a 
more significant infection. The methods of treat- 
ment are many, which is always evidence of a lack 
of having a specific. At the first signs of irritation 
local applications of hot compresses or immersion 
of the organ in hot boric acid solutions, followed 
by topical application of camphor in any of its 
usual forms, may be abortive. Injections of gamma 
globulin may hasten the disappearance of a devel- 
oped lesion. Repeated smallpox vaccinations may 
also be used, both for prophylaxis and for treatment 
of the developed lesion. For the infected lesions 
tetracycline and vitamin B,». are useful. Benzoin 
tincture and the use of x-ray have been recom- 
mended. Circumsion may be recommended in cer- 
tain cases. 


PROGESTERONE AND ABORTION 
To THE Eprror:—Does progesterone have any ad- 
verse effect on the fetus in the case of a threat- 
ened abortion? If so, would such effect be tem- 
porary or permanent? 
Dale C. Hager, M.D., Beaumont, Texas. 


Answer.—For many years progesterone has been 
known to have androgenic properties. Recent re- 
ports (Nellhaus, New England J. Med. 258:935, 
1958; Jones, Obst. & Gynec. Surv. 12:433, 1957; 
Wilkins and Jones, Obst. & Gynec. 11:355, 1958) 
suggest that in the human being masculinization of 
the female fetus, with production of female pseudo- 
hermaphroditism, may be a direct result of the ad- 
ministration of progestational substances to the 
mother during pregnancy. Ideally, progesterone or 
allied hormones should be administered during 
pregnancy only in physiological amounts and only 
when there is demonstrated deficiency. But, since 
assay of these substances is not feasible in routine 
clinical practice, one is forced either to abandon 
progesterone therapy altogether in cases of threat- 
ened and habitual abortion, despite its probable 
usefulness in some cases, or to decide on a dose 
which may be helpful but is probably insufficient 
to cause masculinization if the fetus is a female. It 
is estimated that through the third month of preg- 
nancy the endogenous production of progesterone 
averages from 30 to 50 mg. per 24 hours. An appro- 
priate, and probably safe, dose would be of the 
order of 25 mg. daily or 50 mg. three times a week. 
In the present state of knowledge, the use of larger 
doses appears to be contraindicated. With respect 
to the permanency of this affection, data are as yet 
too meager to permit conclusion. 
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EFFECT OF VIBRATION ON PREGNANCY 


To tHE Eprror:—A 39-year-old woman has been 
married eight years and has no living children. 
One previous pregnancy, in 1954, resulted in 
spontaneous abortion. After vigorous infertility 
treatment, another pregnancy of approximately 
eight weeks’ duration now exists. Threatened 
abortion has been evident for a good portion of 
this time, but, with appropriate treatment, her 
condition now seems stabilized. There are con- 
siderable emotional problems, and insomnia is 
present. A vibrating bed seems to lull her to rest- 
ful sleep. Is there any possible threat to preg- 
nancy at any stage by the use of such vibration? 
Charles G. Freundlich, M.D., Houston, Texas. 


Answer.—As far as is known there is no informa- 
tion available concerning the threat of vibration to 
pregnancy. Extremely mild vibrations probably 
have no ill-effects on gestation. 


CLIMATE AND EMPHYSEMA 


To tHE Eprror:—A patient, aged 55, has severe and 
disabling emphysema and _ bronchiectasis. How 
much benefit would he obtain by moving to an 
area with a drier climate, such as Arizona? 


M. W. Hook, M.D., Cheraw, S. C. 


Answer.—Patients sometime benefit greatly by a 
change of climate, particularly if emphysema is 
related to asthma and if change of environment 
permits escape from exposure to allergens. On the 
other hand, some patients suffer from atmospheric 
dust in an arid climate and others become worse 
for no apparent reason. A patient should not be 
encouraged to make a great financial sacrifice to 
change climate unless a trial period of residence 
convinces him personally that the change is bene- 


ficial. 


YEAST IN URINE 


To rHe Eprror:—I would like to take exception to 
the statement made in answer in a question per- 
taining to the significance of the finding of yeast 
organisms in the urine (J. A. M. A. 167:142, [May 
3] 1958). On many occasions yeast organisms 
may be seen to produce violent irritation and in- 
flammation with resultant pyuria, dysuria, and 
symptoms of severe urinary disorder. The finding 
of yeast organisms in the urine has become mag- 
nified many fold during the past few years. 

Twenty-five or 30 years ago this finding was lim- 

ited entirely to patients who had diabetes and in 

whom these organisms apparently had been in- 
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troduced from without by catheterization or cys- 
toscopic examination or by surgical and other 
procedures. With the advent of antibiotics and 
their effect in suppressing the organisms which 
apparently inhibit yeast growths, an increasing 
incidence of urinary tract infection has been ob- 
served in patients in whom the only organism 
that could be cultured or found on direct smear 
was that of yeast or various types of fungous for- 
mation. That these are not pathogenic is incor- 
rect; in the practice of myself and my associates 
in the past few years no less than a dozen intrac- 
table infections were seen to be associated solely 
with yeast. Elimination of the yeast by modern 
methods, which has been extremely difficult, re- 
sulted in the clearing up of the urinary tract in- 
fection symptoms and a cure of the inflammatory 
reaction in the bladder and urethra. The wide- 
spread use of antibiotics apparently is giving the 
yeast an opportunity to become not only more 
prevalent but also more pathogenic. Whereas for- 
merly only an occasional patient with monilial in- 
fection of the vagina would be seen for treatment, 
of the women who now come for treatment of ur- 
ologic disorders fully 15 or 20% have either an 
asymptomatic yeast infection or one which is pro- 
ducing irritative symptoms. About 30 years ago a 
case of persistent urinary infection associated with 
the finding of yeast in the urine was so rare that 
it became the occasion for publication. At the 
present time, patients found with urinary tract 
infections, who have been treated with various 
antibiotics, finally have an infection with yeast 
and no other organism, and the yeast is more 
resistant to treatment than any of the bacilli or 

cocci. Vincent J. O’Conor, M.D. 

720 N. Michigan Ave. 
Chicago 11. 

The above comment was referred to the con- 
sultant who answered the original query, and his 
reply follows.—Eb. 

To tHe Eprror:—This consultant agrees that pa- 
tients are prone to urinary complications due to 
the use and abuse of antibiotics. However, the 
question was answered merely on the basis of 
yeast cells in the patient's urine. No mention was 
made of the patient having received antibiotics, 
nor was there mention of whether the urine speci- 
men examined was obtained by catheterization. 
It is heartily agreed that patients are seen with 
monilial infections as the result of antibiotic 
therapy in urinary tract infections. It is the cus- 
tom in one particular hospital not to use any 
antibiotic for more than three days and only 
when it is indicated after a proper culture has 
been made and sensitivity studies done. 
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GUIDES TO THE EVALUATION OF 
PERMANENT IMPAIRMENT 


THE VISUAL SYSTEM 


The Committee on Medical Rating of 
Physical Impairment 


PREFACE 


Evaluation or rating of permanent disability has 
long been recognized as an important and complex 
subject. In the past much confusion has resulted 
from inadequate understanding by physicians and 
others of (a) the scope of medical responsibility in 
evaluation of permanent disability; and (b) the 
difference between “permanent disability” and “per- 
manent impairment.” 

It is vitally important for every physician to be 
aware of his proper role in the evaluation of per- 
manent disability under any private or public pro- 
gram for the disabled. It is equally important for 
him to have the necessary authoritative material to 
assist him in competently fulfilling his particular 
responsibility—the evaluation of permanent impair- 
ment. It is the purpose of this and other reports by 
the Committee on Medical Rating of Physical Im- 
pairment to correct a past confusion of terms and to 
provide a series of practical guides to the evalu- 
ation of various types of permanent impairments. 

The following explanations of generally used 
terms in programs for the disabled will suffice for 
all practical purposes: 

1. Permanent Disability —This is not a purely 
medical condition. A patient is “permanently dis- 
abled” or “under a permanent disability” when his 
actual or presumed ability to engage in gainful 
activity is reduced or absent because of “impair- 
ment” and no fundamental or marked change in 
the future can be expected. 

2. Permanent Impairment.—This is a purely med- 
ical condition. Permanent impairment is any ana- 
tomic or functional abnormality or loss after maxi- 
mal medical rehabilitation has been achieved and 
which abnormality or loss the physician considers 
stable or nonprogressive at the time evaluation is 
made. It is always a basic consideration in evalu- 
ation of permanent disability. It should be remem- 
bered, however, that permanent impairment is a 


Members of the Committee on Medical Rating of Physical Impairment 
are Drs. Raymond M. McKeown, Chairman, Coos Bay, Ore.; George F. 
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contributing factor to, but not necessarily an indi- 
cation of, the extent of a patient's permanent 
disability. 

3. Evaluation (Rating) of Permanent Disability. 
—This is an administrative, not medical, responsi- 
bility and function. Evaluation of permanent dis- 
ability is an appraisal of the patient’s present and 
probable future ability to engage in gainful activity 
as it is affected by nonmedical factors, such as age, 
sex, education, and economic and social environ- 
ment, and the medical factor—permanent impair- 
ment. Nonmedical factors have proved extremely 
difficult to measure. For this reason permanent im- 
pairment is, in fact, the sole or real criterion of 
permanent disability far more often than is readily 
acknowledged. A determination of permanent dis- 
ability is an administrative decision as to the pa- 
tient’s entitlement. 

4. Evaluation (Rating) of Permanent Impairment. 
—This is a function which physicians alone are 
competent to perform. Evaluation of permanent 
impairment defines the scope of medical respon- 
sibility and therefore represents the physician's 
role in the evaluation of permanent disability. 
Evaluation of permanent impairment is an ap- 
praisal of the nature and extent of the patient's 
illness or injury as it affects his personal efficiency 
in the activities of daily living. These activities are 
self-care, communication, normal living postures, 
ambulation, elevation, traveling, and nonspecial- 
ized hand activities. It is not and never can be the 
duty of physicians to evaluate the social and eco- 
nomic effects of permanent impairment. These ef- 
fects must be evaluated by administrators in mak- 
ing determinations of permanent disability. 

Competent evaluation of permanent impairment 
requires adequate and complete medical examina- 
tion, accurate objective measurement of function, 
and avoidance of subjective impressions and non- 
medical factors, such as the patient’s age, sex, or 
employability. 

The Committee on Medical Rating of Physical 
Impairment believes that permanent impairment 
cannot vary because of the circumstances of its 
occurrence or the geographical location of the pa- 
tient at the time. Furthermore, unlike disability, 
permanent impairment can be measured with a 
reasonable degree of accuracy and uniformity on 


— 
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the basis of impaired function as evidenced by loss 
of structural integrity, pathology, or pain sub- 
stantiated by clinical findings. 

The Committee is familiar with the various for- 
mulas developed in the past for use in evaluation 
of permanent disability. These formulas are usually 
administrative devices which equate specific medi- 
cal criteria to specific percentages of permanent 
partial or total disability (loss of working or earn- 
ing capacity). From the medical standpoint the 
medical criteria may undeniably represent various 
anatomic or functional impairments. However, it is 
unrealistic to presume that many of these impair- 
ments, especially those of a minor nature, will nec- 
essarily at some time result in disability. These ad- 
ministrative devices are not generally available to 
physicians and in any event would not be useful in 
making sound evaluations of permanent impair- 
ment. 

On the other hand, although a number of val- 
uable contributions have been made in the past, 
the Committee found no comprehensive practical 
system of the type necessary for the evaluation of 
permanent impairment by individual body systems 
or of the whole man. For this reason the Commit- 
tee has undertaken to prepare a series of guides. 
The Committee has been greatly assisted in its 
work by the outstanding consultants whose names 
appear in connection with the appropriate guides. 

Two guides are now available: the first, dealing 
with the extremities and back, was published as a 
special edition of the Feb. 15, 1958, issue of THE 
JourNaAL, and the second, concerned with the visual 
system, is introduced here. 

Both guides have been developed after careful 
study of the literature and of the views of recog- 
nized authorities and will be reviewed periodically 
to insure their continuing value as advances in 
medical knowledge and technique occur. 

Each guide contains recommended percentage 
values related to the criteria provided. The use of 
numerical values is preferred because of difficulty 
in communication and variability in interpretation 
of such terms as “slight,” “marked,” and “moderate.” 
Such values provide a practical means of expressing 
and calculating the extent of permanent: impair- 
ment and encourage accurate, equitable, and uni- 
form evaluation. 

Methods of calculating impairment are uniform, 
explained in detail with examples, and require a 
minimum of computation. 

Generally, when a single impairment is involved 
the percentage value may be read directly from the 
text or transposed to a relative value of a unit of 
the body or of the whole man by referring to ap- 
propriate tables. 

When two or more impairments are involved, 
however, the value of each impairment must be 
ascertained and transposed to a common denomi- 
nator, such as the whole man. Thereafter these 
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values must be combined. A combined values table 
is provided by which any combination of impair- 
ments may be easily found. The method generally 
employed to combine various impairments is based 
on the principle that each impairment acts not on 
the whole part but on the portion which remains 
after the preceding impairment has acted. For pur- 
poses of computation, the source and chronology 
of the impairment values is immaterial. 

After the values of all impairments involved have 
been computed and transposed to a common de- 
nominator, the final impairment value, whether the 
result of single or combined impairments, is ex- 
pressed in terms of the nearest 5%. 


THE VISUAL SYSTEM 
Introduction 


The purpose of this guide is to provide physi- 
cians with criteria for use in evaluating permanent 
impairment of the visual system. It is adapted from 
a report prepared by a committee of the Council 
on Industrial Health in 1955 and entitled “Estima- 
tion of Loss of Visual Efficiency.” That and pre- 
vious reports of the American Medical Association 
have been the basis for rating under numerous 
programs for the disabled. 

The visual system consists. of the eyes, adnexa 
oculi, and the optic pathways. This guide seeks to 
provide a simplified method for determining per- 
manent visual impairment and its effect on an indi- 
vidual’s ability to perform the activities of daily 
living. Diminished visual ability is expressed as a 
percentage of impairment of the visual system. 
Diminished ability of the individual is expressed 
as a percentage of impairment of the “whole man.” 

Visual impairment in varying degrees occurs in 
the presence of a deviation from normal in one or 
more functions of the eye, including (1) corrected 
visual acuity for distance and near, (2) visual fields, 
and (3) ocular motility with absence of diplopia. 
Evaluation of visual impairment is based on these 
three functions. Although they are not all equally 
important, vision is imperfect without the co- 
ordinated function of all three. 

Other ocular functions and disturbances are con- 
sidered to the extent that they are reflected in one 
or more of the three coordinated functions. Such 
ocular functions include color perception, adapta- 
tion to light and dark, accommodation, and binocu- 
lar vision. Such ocular disturbances include paresis 
of accommodation, iridoplegia, metamorphopsia, 
entropion, ectropion, epiphora, and lagophthalmos. 
To the extent that any ocular disturbance causes 
impairment not reflected in visual acuity, visual 
fields, or ocular motility without diplopia, it must 
be evaluated by the physician as to the degree of 
impairment and be combined with the impairment 
of the visual system as determined in the calcula- 
tions which follow. In such circumstances the phy- 
sician will be guided by the value relative to the 
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measurable functions on which evaluation is based 
in this guide, as well as by the value assigned to 
other ocular impairments in the individual case. 
Deformities of the orbit and cosmetic defects which 
do not alter ocular function are not considered. 

The following equipment is necessary to test the 
functions of the eyes: 

1. Visual acuity test charts for (a) distance: for 
purposes of standardization the Snellen test chart 
with block letters or numbers, the illiterate E 
chart, or Landolt’s broken-ring chart are desirable; 
(b) near: there are many such charts available, 
using a similar Snellen notation for inches or Jaeger 
print or point type notation. 

2. A standard perimeter with radius of 330 mm. 
and a tangent screen. 

3. Refraction equipment. 


Criteria and Methods for Evaluation 


Central Visual Acuity.—Illumination of the test 
chart should be at least 5 foot-candles (f.-c.), 
and the chart or reflecting surface should not be 
dirty or discolored from age. The test distances 
should be 20 ft. (6 m.) for distance and 14 in. 
(36 cm.) for near vision. 

Central vision should be measured and recorded 
for distance and near with and without correction. 
The use of contact lenses might further improve 
vision reduced by irregular astigmatism from cor- 
neal injury or disease. However, the practical diffi- 
culties of fitting and expense and tolerance of such 
lenses, in addition to the fact that they are often 
medically contraindicated, are sufficiently impor- 
tant at present to recommend that only regular 
ophthalmic lenses be used to obtain the best cor- 
rected vision. 

Visual acuity for distance should be recorded in 
the notation of a fraction in which (1) the “numera- 
tor” is the test distance in feet or meters; and (2) the 
“denominator” is the distance at which the smallest 
letter discriminated by the patient would subtend 
5 minutes of are (the distance at which an eye 
with 20/20 vision would see that letter). 

This fractional designation is purely a convenient 
form of notation and does not imply percentage of 
visual acuity. A similar Snellen notation with use 
of inches or a comparable Jaeger or point-type 
notation may be used in designating visual acuity 
for near. 

The visual acuity notations for distance and near 
with corresponding percentages of loss of central 
vision which appear in table 1 are included solely 
to indicate the basic values used in developing 
table 2. 

Simple addition of two percentages of loss cor- 
responding to appropriate notations for distance 
and near does not provide the true percentage loss 
of central vision. In accordance with accepted 
principles, true loss of central vision is the mean of 
the two percentages (table 2). 
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Monocular aphakia is considered an additional 
visual handicap and, if present, is assigned a value 
of 50% decrease in the remaining corrected central 
vision (table 2). 

To Determine Loss of Central Vision in One 
Eye: 

1. Measure and record central visual acuity for 
distance and near with and without corrective 
lenses. 

2. Consult table 2 for corresponding loss of cen- 
tral vision depending on the presence of monocular 
aphakia. 


1.—Central Visual Acuity Notations 


Distance 
Snellen 
English Metric Vision, % 
20/16 6/5 0 
20/20 6/6 0 
20/25 6/7.5 5 
20/32 6/10 10 
20/40 6/12 15 
20/50 6/15 25 
20/64 6/20 35 
20/80 6/24 40 
20/100 6/30 50 
20/125 6/38 60 
20/160 6/48 70 
20/200 6/60 80 
20/300 6/90 85 
20/400 6/120 YO 
20/800 6/240 95 
Near 
Loss of 
Central 
Snellen Jaeger Point Vision, % 
14/14 1- 3 0 
14/18 2- 4 0 
14/22 il 5 5 
14/28 3 6 10 
14/35 6 8 50 
14/45 7- 9+ 60 
14/56 8 12 80 
14/70 ll 14 85 
14/87 90 
14/112 14 22 95 
14/140 ‘ 98 


ExAMPLe.—Without allowance for monocular 
aphakia: 14/56 for near and 20/200 for distance 
produces 80% loss of central vision. With allowance 
for monocular aphakia (applicable to corrected 
vision only): 14/56 for near and 20/200 for dis- 
tance produces 90% loss of central vision. 

Visual Fields—The extent of the visual field is 
determined by use of the usual perimetric methods 
with a white target which subtends a 0.5-degree 
angle (a 3-mm. white disk at a distance of 330 
mm.) under illumination of not less than 7 f.-c. A 
6/330 white disk should be used for aphakia. The 


EVALUATION OF PERMANENT IMPAIRMENT J.A.M.A., Sept. 27, 1958 


TABLE 2.—Loss of Central Vision® 


Snellen Snellen Rating for Near 
Rating 

for 14 i4 

Distance 56 
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70 
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* Upper figure—% loss of central vision without allowance for monocular aphakia; lower figure=% loss of 
central vision with allowance for monocular aphakia. 
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test object is brought from the periphery to the 
seeing area. At least two peripheral fields should 
be obtained which agree within 15 degrees in each 
meridian. The reliability of the patient's responses 
should be noted. The result is plotted on an ordi- 
nary visual field chart on each of the eight 45- 
degree principal meridians (fig. 1). 
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add the total of the loss in each meridian to half 
the sum of the two boundary meridians. Visual 
field loss can be calculated for other defects in a 
similar manner. 

Although the extent of visual field loss cannot be 
determined accurately for scotomas, an approxi- 
mation can be obtained by subtracting the width 


Figure 1 


The minimum normal extent of the visual field 
from the point of fixation is indicated in table 3. 


These figures are somewhat less than the average 
normal, thus allowing for poor or delayed subjec- 
tive responses or unusual prominence of brow or 
nose. 


TABLE 3.—Minimal Normal Extent of Visual Field 
from Point of Fixation 


Degrees 
Temporally 
Down temporally 
Down 
Down nasally 
Nasally 
Up nasally 
U 


The percentage of retained visual field in one 
eye is obtained by adding the number of degrees 
of the eight principal meridians given in table 3 
for the 3/330 white isopter, which normally is 500 
degrees, and dividing by five. Conversely, the 
percentage loss of visual field is obtained by adding 
the degrees lost (as measured from the norms in 
table 3) in each of the eight principal meridians 
and dividing the total by five. Where there is a 
loss of a quadrant or a half field, it is necessary to 


of the scotoma from the peripheral visual field value 
at those same meridians. A similar estimation of 
visual field loss can be applied to enlargement of 
the blind spot with use of a 2-mm. test object at a 
distance of 1 m. from a tangent screen with the 
patient wearing his corrective lenses. For example, 
a general enlargement of the blind spot of 5 degrees 
would result in a visual field loss of 8*5~5—8% 
loss. Because a central scotoma directly affects the 
central visual acuity, which is first evaluated, such 
visual field loss is not again used in the final cal- 
culation of visual loss. 

To Determine Loss of Visual Field: 

1. Plot the extent of visual fields in each of the 
eight 45-degree meridians on an ordinary visual 
field chart (fig. 1). 

2. (a) Determine the degrees lost by adding the 
degrees of visual field lost in each of the principal 
meridians (table 3). 

EXxaMPLE.—A concentric contraction to 30 
degrees. 


Loss 
Temporally 
Down temporally 
Down 
Down nasally 
Nasally 
Up nasally 


Left Eye Right Eye 
HI 
SARS 
Degrees 
20 
Up temporally 
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TaBLe 4.—Loss of Visual Field 
Total Degrees Total Degrees Total Degrees 


Lost Retained Retained ; Retained 
500° 330 
495 1 325 
490 320 
315 
310 


60 
55 
50 
45 
40 


*Or more. 
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(b) If a half field is lost, add the degrees lost 
to half the sum of the two boundary meridians. 
ExaMpLe.—Entire temporal field lost. 
Loss 
Up temporally 
Temporally 
Down temporally 
Av. of up and down 


Total loss 


3. Consult table 4 to ascertain corresponding 
percentage loss of visual field. 

Examp.e.—Total loss of 260 degrees=52% 
loss of visual field. 

Ocular Motility —Unless diplopia is present with- 
in 30 degrees of the center of fixation, it rarely 
causes significant visual loss except on looking 
downward. The extent of the diplopia in the various 
directions of gaze is determined on the perimeter 
at 330 mm. or on any tangent screen at a distance 
of 1 m. from the patient in each of the 45-degree 
meridians, with use of a small test light and without 
the addition of colored lenses or correcting prisms. 

To Determine Loss of Ocular Motility in One 
Eye: 

1. Plot the results of the separation of two images 
on a visual field chart. . 

2. Add the corresponding percentage loss of 
ocular motility caused by diplopia in various posi- 
tions of gaze as given in figure 2 below. 


Fig. 2.—Percentage loss of ocular motility of one eye in 
diplopia fields. 


Examp.e.—Diplopia within the central 20 de- 
grees—100% loss of ocular motility. 

ExaMPLe.—Diplopia on looking to the side from 
20 to 30 degrees=20% loss of ocular motility 
30 to 40 degrees=10% loss of ocular motility 


30% loss of ocular motility 
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To Determine Impairment of the Visual System: 
1. Calculate separately and record for each eye. 
(a) percentage loss of central vision (CV) 
(b) percentage loss of visual field (VF) 
(c) percentage loss of ocular motility (OM) 
2. Using combined values table, combine per- 
centage loss of central vision with percentage loss 
of visual field in each eye separately. Record these 
values. 
Examp.e.—Right eye— 
loss of central vision .............. 56% 
loss of visual field 


(56 combined with 32=70) 7 
Left eye— 

loss of central vision 

loss of visual field 


(42 combined with 32—63) 63% 
3. Again using the combined values table, com- 
bine percentage loss of ocular motility in eye with 
greatest loss with combined value for central vision 
and visual field in that eve. Disregard loss of ocular 
motility in other eye. 
Exampe.—Right eye— 
combined value of CV and VF 70% 
loss of ocular motility 


(70 combined with 25=78) 78% 
4. Consult table 5 to ascertain impairment of the 
visual system. 
ExampLe.—Impairment of 
right (worse) eye 
Impairment of 
left (better) eve 


Impairment of visual system 67% 
Exampce.—Impairment of 

right (worse) eye ........ 90—100% 

Impairment of 

left (better) eye 


Impairment of visual system 25% 


Nore.—Binocular aphakia is considered an 
additional visual handicap of 25% if 
evaluation has been based on corrected 
central vision. If, however, uncorrect- 
ed central vision has been used in 
evaluation, allowance for aphakia has 
already been made. 

5. Consult table 6 to ascertain impairment of 
whole man contributed by impairment of visual 
system. 

EXaMPLE.—67% impairment of visual sys- 

tem=—63% impairment of whole 
man. 


Reprints of this guide will be available on a complimen- 
tary basis. Requests should be addressed to the Committee 
on Medical Rating of Physical Impairment, American Medi- 
cal Association, 535 N. Dearborn St., Chicago 10. 
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EVALUATION OF PERMANENT IMPAIRMENT 


TaBLe 6.—The Visual System 
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61 58 
62 59 
63 59 
64 60 
35 33 65 61 
36 34 66 62 
37 35 67 63 ‘ 
38 36 68 64 
| 39 37 69 65 
10 9 40 38 70 66 
| ll 10 41 39 71 67 
| 12 11 42 40 72 68 
13 12 43 41 73 69 : 
14 13 44 42 74 70 
15 14 45 42 75 71 
16 15 46 43 76 72 
| 17 16 47 44 77 73 
18 17 48 45 78 74 
19 18 49 46 79 75 . 
20 19 50 47 80 76 
21 51 48 81 76 
22 52 49 82 77 
23 53 50 83 78 
24 54 51 84 79 
25 55 52 85 80 
26 56 53 86 81 
27 57 54 87 82 
28 58 55 88 83 ; 
29 59 56 89 84 ! 
90-100 85 
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eocurtasal 


New Neocurtasal embodies the 


characteristic tang, grain and texture of 
TA $ T E % regular table salt Now whether food is seasoned 
by New Neocurtasal or salt — few patients 
LI K E detect the difference. Insipid dishes are rendered 


more palatable, tiresome diets less exacting. 


When you must say “no salt,” New Neocurtasal 
sy ALT effectively cushions the blow. In selecting a 
most suitable replacement for salt, more and more 
physicians observe that New Neocurtasal 
assures close adherence to diet and the utmost 
in patient cooperation. 


“" Neocurtasal 4” 


Salt Replacement” 


—available in convenient 2 oz. shakers 
and & oz. bottles. 


Contains potassium chloride, potassium 
glutomate, glutamic acid, calcium sili- 
cate, potassium iodide (0.01%). 


When Diuresis Is a ““Must’’~ 
SALYRGAN= THEOPHYLLINE 


Porenteral * Oral 


Neocurtasal and Salyrgan (brand of mersalyl), 
trademarks reg. U.S. Pat. Off. 
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introduce 


unnecessary 
drug 
into 
tetracycline therapy? 


provides tetracycline with inirinsic potency 
requiring no extrinsic potentiator 
—“peak-high” serum levels 
—clinical effectiveness documented by reports of 1018 cases 


Dosage forms for convenient oral or intramuscular administration 
-available for your prescription at all leading pharmacies 


Comprehensive literature available on request 


BRISTOL LABORATORIES INC. 
SYRACUSE, N. Y. 
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CLASSIFIED ADVERTISEMENTS 


Personal classified advertising rates are $7 for ads 
of 30 words or less and 25c each additional word 
in regular type or $8.75 for 30 words and 30c¢ each 
additional word in bold face type. There is also a 
45¢ charge made on the first insertion of an ad 
when a box number is used’ and answers sent care 
of AMA. Count 4 additional words for a box. 
Commercial classified advertising rates are $9 for 
ads of 20 words or less and 30c each additional 
word in regular type or $11.25 for 20 words and 
40e each additional word in bold face type. Com- 
mercial rates cover all ads of manufacturers, 
dealers, agencies, etc. Box number charge same 
as personal ads. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 
FORMS CLOSE 15 DAYS PRIOR TO 
DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


DIRECTOR OF MEDICAL EDUCATION— EXCELLENT 
opportunity for young internist interested in teaching 
and research for modern, expanding, 200 bed hospital 
located in the Chicago area; will head teaching for new 
internship program and AMA approved general practice 
residency; to work with medical staff committees and 
depts., clinic for the medically indigent and the medical 
staff publication; excellent starting salary plus many 
liberal fringe benefits. Write: Box 6740 giving full par- 
ticulars including salary needs; replies confidential. 


WANTED—COMPLETE SET OR ANY PART OF THE 
following journals from Volume I to date; Journal of 
Neurosurgery ; Journal of Neurology; Brain; Archives of 
Neurology and Psychiatry; Index Medicus prior to 1949. 
Write: Joseph F. Dorsey, MD, 225 Prospect Street, Bel- 
mont, Massachusetts 


ELECTROCARDIOGRAPHIC SERVICE; ELECTRO- 
cardiograms interpreted; for full information write to: 
The Louisville Diagnostic Service, 422 est Florence 
Avenue, Louisville, Kentucky (14). 


SURGEON-LAWYER—CERTIFIED; FACS: MEMBER 
of the New York Bar; experienced in hospital admin- 


istration, will operate Meet hospital on profit- | 


sharing basis. Box 6533, % A 


ASSISTANT WANTED 


EXCELLENT OPPORTUNITY MARYLAND; FOR 
young physician; in thirties; te join thriving practice 
limited internal medicine, pediatrics; excellent hospital 
facilities, recreation, fine schools, housing. Box 6733 B, 


Yo 


PHYSICIANS WANTED 
NEVADA—PHYSICIAN WITH SOME PSYCHIATRIC 
experience for small state mental hospita 
$9,444 to $11,508, dependent upon qualifications; higher 
grades if Board eligible; American citizenship; gradu- 
ation from Grade A American or Canadian School and 
valid state license requir these are statutory pre 
requisites for general and restricted tleenee for position; 
residency and subsisten*e for single person available at 
nominal cost. Address; Superintendent, Nevada State 
Hospital, Box 2460, Reno, Nevada Cc 


OPPORTUNITIES AVAILABLE - VIRGINIA FOR 


experience $10,032 to $12,000; applicants without train- 
ing or experience given on-the-job training and paid 
$9,168; beginning salary; applicants must be American 
citizens, under 48 and eligible for Virginia licensure; 
liberal sick leave, vacation and retirement benefits. 

Write: Director of Local Health Services, State Depart- 
ment of Health, Richmond 19, Virginia. c 


EXCELLENT OPPORTUNITY FOR INTERNIST; OB- 
stetrician; neurosurgeon; general practitioners; south- 
west; 60,000 population; in beautiful new medical build- 
ing now housing thirteen doctors and two dentists; not a 
group; independent practice; building now has four 
general practitioners; one general surgeon; one internist; 
one urologist; one psychiatrist; ENT man; radiologist, 
pathologist with laboratory, orthopedist, orthodontist; 
general dentist; building owned by the aforementioned. 
Box 6750 C, % AMA. 


WANTED—PHYSICIAN WITH MINIMUM OF 2 YEARS 
seneral surgery training to assist in busy plastic surg- 
ery practice; excellent opportunity for assistant to learn 
plastic surgery under Board certified plastic surgeon 
while earning good salary; must have or be able to ob 
tain West Virginia license. If interested please write: 
Plastic Surgery Department; Charleston General Hos- 
pital, Charleston, West Virginia Cc 


situations fer 
YORK MEDICAL EXCHANGE 
(Opposite Public Library) 


Avenue 
clalists in Selection Since 1926 


(Continued on next page) 


. for adequate 
preparation prior to 
proctosigmoidoscopy’ 


FLEET® 
ENENA 
Disposable Unit 


also for pre- and post- 
operative cleansing, 
and as an effective 
routine enema in 
hospital or home 


Anatomically correct rectal 
tube? extends just past the 
internal anal sphincter, min- 
imizes injury hazard. Each 
unit contains, per 100 cc., 
16 Gm. Sodium Biphosphate 
and 6 Gm. Sodium Phos- 
phate in hand-size ready-to- 
use plastic squeezé bottle 
with pre-lubricated tip. 

1. Crumpacker, E. L., et al., AMA 

Arch. Int. Med., 98:314, 


2. Palmer, ,D., “Clinical Gastro- 
ber-Harper. 


Cc. B. FLEET CoO., INC. 
Lynchburg, Virginia 


also makers of 


OIL RETENTION 


PHOSPHOSSODA 


(FLEET) 


| by the 


| made in black ink on white paper. 
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THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 


535 N. Dearborn St., Chicago 10, Ill. 
Phone WH 4-1500 Cable Address ““Medic”’ Chicago 


SUBSCRIPTION RATES 
Price per annum in advance, including postage: 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
Price to students, interns and residents: $9.00 in 
U.S. & possessions. 


SINGLE COPIES of this and previous calendar 
year, 45 cents each. 


REMITTANCES should be made by 
check, draft, registered letter, money or express 
order. Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


CHANGE OF ADDRESS: When 
there is to be a change in your address, THE 
JouRNAL or any other A. M. A. periodical to which 
you subscribe should be notified at least six 
weeks before the change is made. The address label 
clipped from your latest copy of the periodical, 
and the old and new address, including your postal 
zone number, should be included in the new ad- 
dress. Your instructions should state also whether 
the change of address is temporary or permanent. 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
Separate sheet for each subject. 


CONTRIBUTORS 
EXCLUSIVE PUBLICATION: 


Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in Tue 
JOURNAL OF THE AMERICAN MEDICAL Associa- 
TION is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue JourNAL if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in Tne JourNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and bibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by the American Medical 
Association. This requires in the order given: 
name of author, title of article, name of periodical, 
with volume, page, month—day of month if weekly 
—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THe Journnat do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by Tue JounnaL when 
Satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
Used photo- 
graphs and drawings are returned after the article 
is published. 

PRICE LIST 


A price list describing the various publications 
of the Association will be sent on request. 


AMERICAN MEDICAL ASSOCIATION 
535 N. DeanBoRN Srreet, Cuicaco 10 
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don’t 
STOP 


the clock in 


therapy for 


sinusitis 


rhinitis 


coryza 


Relief 
All day... All night 
‘with a single oral dose 


for controlled release 
with minimal side effects | 


e Stops the cycle of post-nasal drip 


| was just one day of Grace. Then I ditched | 


| 
| 


TONICS AND SEDATIVES 


ee 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


It happened in the Army. A lieutenant 


thought he heard a dice game going on in | 


ordered 


the barracks one night. “Sergeant,” 
the officer, “go break up that game! 

The sergeant left and didn’t return for | 
about four hours. Finally he staggered in 
covered with perspiration. “Where 
| you been?” demanded the lieutenant. “I 
told you to go break up that dice game.” 

“I did,” answered the sergeant, “but it 
took time. I only started with a quarter.” 


Still on the subject of the armed forces, 


| there’s the story concerning a sailor who 


was being reprimanded for over-staying his 
one-day pass. “What's your excuse, sailor?” 
demanded the captain. 

“I was detained on important business, 
sir.” 

“Do you think you're entitled to two days 
of grace?” 

“No, sir,” “There 


admitted the sailor. 


her and spent the next day with Alice.” 
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A business executive had died and gone 
to hell. He had been issued his spiked tail, 


a pair of tailored horns, open-toed hooves | 
e Keeps heads clear 10-12 hours | and a red complexion. He was sitting com- 


fortably 


on some smoldering brimstone 


when he was approached by a fire insuranee | 


e With little or no drowsiness | salesman. 


2 Convenient Dose Forms..... both DURABONDED: 


Each tabule contains: 


Phenylephrine tannate 
Prophenpyridamine 37.5 mg. 


Suspension—each 5 cc. contains: 

Phenylephrine tannate......... ... 5.0 mg. 
Prophenpyridamine tannate.......... 12.5 mg. 


TABULES: Usually 1 or 2 tabules each 12 hours. 


SUSPENSION: Aduits 1 to 3 teaspoonfuls each 12 hours. 
Children: Six years or older, 1 to 2 teaspoonfuls each 12 
hours; under six years, according to age. Dosage may be in- 
creased or decreased as required. 

Write for Literature and Samples. 

*A Durabond Process, Neisler Exclusive, 


Patent Pending 


IRWIN, NEISLER & CO. 
Decatur, Mlinois 


“Well, Mr. Smith,” said the salesman, | 
“here I am ready to discuss that fire insur- 
ance policy.” 

“What?” yelled the executive. “I’ve 
thrown you out of my office two dozen 
times. Now you show up here too late to do 
any good.” 

“You made this appointment with me,” 
explained the salesman. “Every time J tried 
to sell you fire insurance you said, ‘I'll see 
you in hell first.’ ” 


° 
The Poetry Corner 


If you wish in this world to advance 
Your merits you’re bound to enhance; 
You must stir it and stump it, 

And blow your own trumpet, 

Or, trust me, you haven't a chance. 


(Continued on page 74) 


J.A.M.A., Sept. 27, 1958 
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PSYCHIATRISTS WANTED SALARY $6,505 TO 
$13,970 depending upon qualifications; 15% additional 


if Board Certified: not to exceed $is, 000; approved 
three year psychiatric residency in conjunction with 
Northwestern University; hourly commuting distance 
Chicago; citizenship required. Write: Manager, Vet- 


erans Administration Hospital, 


Downey, North Chicago, 
ILlinois. 


WANTED—BOARD CERTIFIED RADIOLOGIST—FOR 
full time hospital practice in professional care program 
starting compensa- 
pay scale. For details ad- 
irector, Miners Memorial Hospital 


of the Miners Hospitals ; 
tion $18-20,006; 
dress: The Clinical 


have | 


Association, 1427 Eye Street, 
D. C. 


N. W., Washington 


STAFF PHYSICIAN MODERN 215 BED ACCREDIT- 
}~ ed tuberculosis hospital; graduate of approved medical 


school; salary $7,200 with annual increments; plus 
j furnished ae bedroom apartment and utilities. Resu- 
| me to: Villis Hainlen, MD, Director of Medical 
Services, Emi ly P. Bissell Hospital, 3000 Newport - 
Pike, Wilmington 8, Delaware 


WANTED — BOARD CERTIFIED UROLOGIST; FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion $18-22,000; progressive pay scale. For details ad- 
dress: The Clinica: Director, Miners Memorial Hospital 
eo 1427 Eye Street, N. W., Washington 5, 

& c 


PHYSICIANS WANTED ESVECIALLY EENT SPE- 
cialists; building with 7 office rooms on first 
apartment with 6 rooms and bath on second floor; 
ton, Illinois; 15,000 pepulation; good schools 
churches, hospitat building addition which nearly 
doubles capacity; splenlid medical staff. Box 6643 C, 

| G AMA 


|; WANTED ERENT ASSOCIATE; UNOPPOSED PRAC- 


deep south, with certified ophthalmologist doing 

"; must be well qualified in ENT, including bron- 
cho-esophagology, associate to gradually take over most 
of surgery; financial arringements open; full partnership 
after reasonable trial period. Box 6744 C, % AMA. 


OUR 62ND YEAR 


WOOD WAR 
| i BUREAU 
| FORMERLY. AZNOES 


185 \.Wabash-Chicago, 


oundars of. the counseling to 

the medical medicine 

with distinction over half a cantury. 

(r) Hd dept; 250 fully 

d hsp; fee-for-serv; univ ci 

AVIATION MEDICINE: (a) Exper'd aviation 

med; mgmt position, med ofc, Ige corp: $12,000: W. 

DERMATOLOGY: (b) Assn w/Bd derm; if Bd elig, opper 
teh as schi; $12,000; ige midwest city. 

| FORE! (d) Indus phy; assn 28 man grp: abil recom- 

| safety measures; prtnr, 2 yrs; 


(j) Assoc w/FACS; $12,000 pilus 
(k) Assoc 2 GP’s; busy indus, surg & 
shid net $20,000 yr; Mich. (1) Quali 
7 man sre; own cl bidg; serve 2 JCA 
200 both megnes: $12,000; 75% 
full chars. 4th: 

INDUSTRIAL “HEDICINE: (u) Med ‘dir; prev med 
excl facils; well-staffd dept; semi-heavy indus; 5, 
emplys ; $15,000 plus fringe benefits; So. 

INSURANCE MEDICINE: (k) Assoc med dir; req’s in- 
trong, med insur excl potential 

; Ige insurance com 

INTE "MEDICINE: ‘Ige cl orp; req’s sub- 

spec cardiology or G $18,000 if Bd Elig, increa 

$25,000% SE. (h) 10 w/200 b 

JCAH hsp; about $15,000 for 

| OALR: (m) Oph; assn 12 man orp: own SO bd hsp; As - 

| 000; SW. (n) Oto; immediate need; assoc w/2 Oto’s; 

2 fully- ofes; hsp pract: sal plus %; 


mend in. — hith 
| Pacifi 
GENERAL PRACTICE: 
%; Calif. 


ige city, sevi hrs to S. 
OB-GYN: ( son. 16 man facils 70 
bd, JC hsp; to $16,000; MW. (s dept; new 


pest: 3 man orp; income & equally: 
© initial invstmt; Cal 
ORTHO PEDICS: (k) Chief: bd hs: 
indus organ; to $22,000, if Dipl; S 
"eis oat facils; prtnr 12- 18 mos; 
GY: (j) Hd de ni, vol, full 


lept; ge 
| pan hsp; $20,000 or %; Reky Mtr State. (k) H 
depts, 3 hsps within 25 mi radius; East. 
PEDIATRICS: (1) Qual hd dept; 6 man orp; $12-15,000; 
. (m) Assn 7 Dipl orp: 
yrs; ich. (n) Assn 10 man 
we to $15, 000; prtnr, oppor net $20-$25,000, few yrs; 


rai. 
P&WN: hd Sent: new post; 13 man grp, majority 
Cert’d; oppor prtnr, | yr; famous resort area; Fla lic 
d. (g) Neuro; aE w/neurosurg oper 2 ofes; Los 


servg impor 
) Assn 16 man 


PAT 


req’ 


Angeles area. 
RADIOLOGY: (f) Smi JCAH hsp; guar $14-16,000, pos- 
more ; perhaps serv nr-b part-time, $4- 
SE. (g) Hd Paept: 150 bd geni hsp; 
RESEARCH: (z) Dir rsrch; new extended prog—at! 


areas, Phy Med & Rehabil; impor children’s "indtn & 
adult cntr; will meet sal requiremt; New Eno 
STUDENT HEALTH: (x) Internist; Dipl or Bd Elio; 


under 45; clinical dir hith_ serv pres. & Asst Dir: 
hith serv dept; impor aot 20,000 full & pt students; 
w. 


invest- 
ment; nr San Francisco. (t) Assn ‘smi orp, Bd & Ba 
“ men; ois. ong ist yr, $2,000 min increase each yr; 


50 bd ; Ige univ 
UROLOGY : (d) ig Bd or Bd elig men, 


cl orp, 
estabd '39; $15,000; city 100,000, 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 


We offer you our best integrity—our 62 
year record of 


STRICTLY CONFIDENTIAL 


(Continued on page 74) 


72 
Pines 
| 
| 
—— 
a 
> 
% STETHOSCOPES 
® 
i 
| 
D bonded™ =€ DURABOND 
uraponae D 
¢ 
su 
| 
| 


triple benefits 


first relieves apprehension, anxiety and irritability 


overcomes estrogen deficiency ; relieves vasomotor 


second and metabolic disturbances 
h e d relaxes skeletal muscle ; 
t rr relieves low back pain, tension headache 


Each tablet contains: 
i Miltown (meprobamate, Wallace)... 400 mg. 
2-methyl-2-m-propy!-1,3-propanedio! dicarbamate 


MILTOWN® CONJUGATED ESTROGENS Conjugated Estrogens (equine) ...... 0.4 mg. 
TRANQUILIZER WITH (EQUINE) Supplied: Bottles of 60 tablets. 
MUSCLE-RELAXANT ACTION ORALLY ACTIVE ESTROGEN: D : 1 tablet t.i.d. in 21-day courses 
with one week rest periods; should be 
adjusted to individual requirements. 


WALLACE LABORATORIES, New Brunswick, N.J. Literature ond samples on request 


é 
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TONICS AND SEDATIVES (Continued) | 


There was a young fellow from Dice 
. Who remarked, “Although bigamy’s nice, | 
io Even two are a bore; 
I'd prefer three or four, 
| For the plural of spouse it is spice.” 


There’s No Business Like— 


Show business has always been a source | 
of humor both to those in as well as those 
out of that peculiar world. Here are some 
classic stories about show business that have 
come down through the years. 


Edward Everett Horton was appearing 
in his perennial summer favorite, “Spring- 
SOFTENS—STIMULATES time for Henry,” in a small town near Bos- 

> ton. Horton noticed that the audience 
wasn’t laughing in the places where hun- 
dreds of audiences had laughed through the | 
years. At times a few people would smile 
carefully or hide their faces behind hand- 
kerchiefs, but there were no big belly 
laughs. 

After the performance a typical New 
England matron came backstage to see him. 
“Mr. Horton,” she said, “we all enjoyed 
your performance very much. Why in spots 
it was so amusing, we could hardly keep 
from laughing.” 


°° 


Effective relief of constipation 
requires more than soft stools. 
Metamucil, besides producing 
soft, easy stools, induces gentle went wrong, and the curtain hung sus- 


' An actor was accustomed to playing the 
villain in summer stock. In one such per- 
formance the villain met his death and the 
curtain was lowered. However, something 


pended about 3 ft. above the “dead” man. 


peristaltic stimulation. By re- Several minutes passed as desperate 
efforts were made to jiggle the curtain. 


taining water within the stool, Finally the “corpse” arose slowly and 
Metamucil SOFTENS fecal ghastly teses moaned, “No rest, even in 


. death.” With that he pulled down the cur- 

matter, prevents the formation jain. . 
of hard stools, and, by adding a ° 
soft, inert bulk to the bowel One day Maurice Evans asked Toots 

Shor, the well-known New York restaura- 
contents, STIMULATES nor- | teur, if he was going to attend the opening 

of “Hamlet” that evening. 

mal peristalsis. | “What’s the name of the play?” Toots | 
| asked. 

“ ‘Hamlet,’ ” Evans repeated, “by Wil- 
‘liam Shakespeare. Surely you've heard of | 
‘Hamlet.”” 

“Yeah,” admitted Toots. “I’ve heard of | 
it, but I'll bet I’m going to be the only | 
| person in the audience who won't know 
_ how it ends.” 


Metamucil is a brand of psyllium 
hydrophilic mucilloid with dextrose. 


SEARLE 


(Continued on page 76) | 
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| WANTED—BOARD CERTIFIED ORTHOPEDIC SUR- 


geon; for full time hospital practice in professional care 
program of the Miners Memorial Hospitals; starting 
compensation $20-22,000; progressive pay. scale. For de- 
tails address: The Clinical Director, a Memorial 
Hospital Association, 1427 Eye Street, «» Wash- 
ington 5, D. C. Cc 


PHYSICIANS WANTED—TO WORK WITH PSYCHI- 
atric patients in 2,400 bed hospital ; suburb Chicago; 
salary ranges $6,505 to $13,976 depending upon quali- 
fications plus 15% if diplomate; not to exceed $16,000; 

Jorthwestern University affiliate; citizenship required. 
Write: Manager, Veterans Administration 
Downey, North Chieago, Iinois. 


| WANTED—BOARD CERTIFIED ANESTHESIOLOGIST 
for full time hospital practice in fessional care pro- 
Memorial Hospitals; starting com- 
ogressive pay scale. For details ad- 
dress: The Clinical Director, Miners Memorial Hospital 
1427 Eye Street, N. W., Washington 


WANTED—GENERAL PRACTITIONER FOR ESTAB- 
lished medical group 20 miles north of Pittsburgh; ex- 
cellent educational program; paid annual and study 
leave; net minimum starting income $12,000 year; no 
investment required. Write: Box 344, Russellton, Penn 
sylvania. Cc 


NEUROSURGEON WANTED—BOARD OR BOARD 
eligible for association with neurosurgeon and neourele- 
gist; medical school teaching program; research o 
wre salary; bonus, pension program. Box 6773 
AMA, 


SHAY MEDICAL 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ASM (a) Dir, Med. Ed; NEng; $12,000 
(b) Deputy Supt & Clin er NEng hosp tor “mentally 
deficient; to $9854 & full mtn 
ANESTHESIOLOGY: (a) Hd dept 160 bed hosp, to be 
increased to 300; bringing thor surg to city so def 
need for MD; PP; southern indus city (b) independ- 
ent contractor for Calif hosp; 4 anes handle about 
surg & 75 maternity cases a mo; est net income about 
= (ce) eastern hosp, 4 anes operate as grp; 240 
min net income $15,000, can be higher Ist “ 
| ASSOCIATION: ige. well est. gen!. medical pract. w/s 
nificant amt. surg.; rapid advnemnt full ertarshe: 
sal. $250 week, plus bonus; indus. 


NW, versed in procedure of cardiac 
catheterization; sal open 


| DERMATOLOGY: (a) well est orp of 10; outskirts Chgo: 


%, prtnrshp, salary—whichever preferred (b) assn 
w/Cert Derm; Mich; $12,006; tchg appntmnt avail (c) 
new grp of 3; East; % of personal gross initially, fu- 
ture prtarshp 
ENT: 14 man orp: | cons. more than $1000 a 
w/early prtarshp th outstndng orp of "2: MW: $18. 
& incentive plan based on production (c) assn: 
avs to $15,000 start, early prtnrshp; all you need 
ere is car 


| GENERAL: (a) assn; Alaska; salary Ist yr, then % & 


prtorshp (b) assn; Calif; $1000 start plus 10% of 
gross, exceeding $5000 a mo (c) assn, w. int Med & 
ob, $1250 start, increased to $1500 a mo w/prog in- 
creases thereafter, Minn (d) for mobile blood opera- 
tions, $7344, w/yrly increases & fringe benefits; 40- 
hour wk; MW (e) assr, w/ob & some surg, Tex, 
HOUSE (ad pract w hosp, central Fia; 
= ? 345 bed hosp, geni duty, Ky, $400 & mtn (c) 
ich 


6000 
INDUSTRIAL: w/some PP; Chgo suburb; $650 base ee 
S. 20% of gross of what you earn over & above that 


INSURANCE: (a) asst med dir; NEng; under 35; $10,000 
®) asst med dir; MW; $10,000 trang in Int Med 


neficial 

INTERNISTS: (a) assn; Ataska; sal ist yr (b) assn: 
w/trng in cardiol; Fla; $1000 & med Segoness: future 
prtnrshp (c) Grp; MW: $1000 start upward to 
2000 when suff volume increases 
(d) sm orp; Detroit; some art w/min 
$2000 increase each yr (e) sheevest in occupational 

hith problems: RR; East: $i 40-hr wk. 
NEUROLOGY: (a) new she ‘of 3: East; % of personal 
p (b) Ohio: orp; qual to Hd 


reh 
orp of sal Ist 3 yrs, 


prtar: 
s- YNECOLOGY: (a) 5-man orp; tl; $12,- 
potential over $30,000 (b) new orp; Nj; 
onal gross initially w/future prtnrshp 
OPHTHALMOLOGY: asst Bo’d man; Tex clin; $12,000 


ard 
ORTHOPEDICS: (b) elinie; Ohio; qual Hd dept & inter- 
ested in resrch fe) well-known grp of 37 yng men; 
East; excel. starting salary w/yrly increases thereafter 
PATHOLOGY: (a) assn; East; sal or comm ranging be- 
tween $20-25,000 (b) Dir of Lab & Coordinator of 


: % of personal gross 
(b) ‘athe med orp, W. Va: 


then aeronsne % (b) assn w/8 man orp, all do ing 
ad: MW; $14,000 Ist yr—can make additional $5000 

servicing outlying | 
SURGERY: (a) w/some GP, trauma & indus surg; share 
in eer pract; sal to $1000 a mo for 6 i+ then 


0" a 

TUBERCULOSIS: (a) ‘tat’ state The tk South; $7500 

start; et mtn (b) asst phys; state hosp; MW; to 
mtn 


| UROLO OGY: (a) assoc PP est : MW open: 
full prtorshp w/in t- ‘id olin; ‘MW: good 
chances for advnsmn 
Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


(Continued on page 76) 
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Sake 2000 times more soluble than prednisolone 
or hydrocortisone 


« 


SUPPLIED: Topical Lotion NEO-HYDELTRASOL 0.5% 


e free of any irritating particulate matter. (with. neomycin sulfate) and Topical Lotion HYDEL- 
TRASOL 0.5%. tn 15 ce. plastic squeeze bottles. Also 

« uniformly higher effective levels of prednisolone. availabie*as Topical Ointment NEO-HYDELTRASOL 

= 05% (with neomycin sulfate) and Topical Ointment 

» no Sting, stain, unpleasant smell of stickiness, HYDELTRASOL 0.5%. In 5 Gm. and 15 Gm. tubes. 

© spreads smoothly, evenly, invisitty. 


Division of MERCK & CO,, Inc., Philadeiphia 1, Pa. 


: 
in 
MERCK SHARP & DOHME 
4 
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GENERAL PRACTITIONERS — CALIFORNIA LI- 
censed; we have appointments listed in all areas of the 
state; small and large clinics or partnership associa- 
tions; established practices can be assumed with small 
investment; no registration fee; information gladly. 
Helen Buchan, Continental Medical Bureau, Agency, 
510 W. 6th St., Los Angeles 14. c 


HOUSE PHYSICIAN WANTED FOR 150 BED GEN- 
eral hospital located in delightful area of Virginia; 
congenial staff; excellent general practice residency ; ex- 
cellent salary; full maintenance; fringe benefits; full 
particulars first letter; personal interview mandatory. 
Box 6742 C, % AMA. 


WANTED—BOARD CERTIFIED PEDIATRICIAN FOR 
full time hospital practice in professional care pro- 
gram of the Miners Memorial Hospitals; starting com- 
pensation $18-20,000; progressive pay scale. For details 
address: The Clinical Director, Miners Memorial Hos- 
1427 Eye Street, N. W., 


LONG ISLAND, NEW YORK; NEED AN EYE MAN, 
and an ear, nose and throat man to take over long 
established eye, ear, nose and throat practice; ample 
office space for ‘two doctors, good hospital facilities, and 
a big backlog of major work; as a coronary has forced 
me to abandon all surgery. Box 6748 C, % AMA. 


WANTED — BOARD CERTIFIED OBSTETRICIAN- 
gynecologist for full time hospital practice in profes- 
sional care program of the Miners Memorial Hospitals; 
starting 18-20,000; progressive scale. 
For details address: e Clinical Director, Miners Me- 
morial Hospital Association, 1427 Eye Street, N. W., 
Washington 5, D c 
WANTED — GENERAL PRACTITIONER TO TAKE 
over active general practice; staff privileges _immedi- 
ately; available in two hospitals; Billings, Montana. 
Box 6753 C, % AMA; background information and 


starting date, first letter. 


900 North Michigan Avenue 
AGAQSO: (A62) Young ped. int. teaching career; full 


tim 
ADMINISTRATION: (AA94) Dir., med. ed; 2 gen. hosps, 
0 miles apart; combined cap "450 beds: New Eng. 
ANESTHESIOLOGY: (B36) Head dept, weil estab. group 
doing sufficient surg. to keep anes. well occupied; Fla. 


Chicago 


(D4!) Ass’n, Board derm; Ige priv. 

pract; 

(BBI8) Internist 3 GPs, one qual. minor 
dies. 


urg; 2-yr tour of duty; 
GENERAL PRACTICE: 

town, 

(F42) 


staff ; city, Calif. 


w 90- 
INDUSTRIAL MEDICINE: 


INSURANCE. “MEDICINE: 
interrist or cardiologist: New Eng 
INTERNAL MEDICINE: (H34) oy internists; subspe- 
cialties, in GI or cardiology; group estab. early Fa by 
prominent surg; coll. town near univ. center, So; if 
Board, $19,000; if Board elig, $18,000. (H35) With 
subspecialty in hematology; 7-man group; new 35-room 


Ass'n, busy GP; resort 
Fia; $1200 mo with % as practice increases. 
Assn, 20-man group; advantageous if qual. 
thetist for various members of our. 

(F43) Ass’n, 3 GPs; pref. G 
10,000, farming 


town, 


Oosp; partner oppor. 
més) Ass’t med. dir; airline 


clinic bidg; 40 miles from med. school city, So; sal. 
ist yr; partner 2d, averaging $30-$35,000. (H36) 
ss’n, group staffe y 2 Board surg, 2 Board in- 


Ass'n, group estab '48; 7 (2 internists) ; 
1000 plus %: Calif. 

RY: (16) Head, dept, 20- group; 
0 . school city, Midsout 
. fenestration; ass’n, 

R_ pract; C ; onpor. partner. 
OBSTETRICS. GYNECOL OGY: 3) Ass’n, 
group; coll town, 60, > if. (J14) Head dept, 
group recently founded: 50 men whose 
offices will - confined to new 180-bed hosp; Hawaii; 


$16,000 to $18,000. 

ORTHOPEDICS. (K65) Ass’n, 15-man group; univ. town, 

0-$20,000; oppor. succeeding chief. (K66) 

Ass’ A, clinic practicing as shar- 
ing overhead ; min. guarantee $1500 mo; 

PATHOLOGY: (L79) Dir. dept, new gen i u 
modern; near Chicago; % netting $25-$30, 000. (L80) 
eee vol. gen hosp; 450 beds increasing 600; city, 

MW: % with guarantee, $18,000-$20,000. 

PEDIATRICS: (M92) Ass'n, {8-man group, Board or 
elig; univ. town, So. Calif; partner status after 2d 
yr, producing income equal to income of other part- 
ners. (M93) Head dept, {5-man clinic; expansion 
prog; town 70,000, NE Texas; important trading cen- 
ter; excel. hunting, fishing, ete; partner oppor., liberal 
fringe bene‘its 

P & N: (P17) To org. & direct, new child guidance cl; 
$15,000-$20,000; consultation privileges would aug- 

ment _ income; Cali 

RADIOLOGY. (R44) Ass'n, poe affil. tch’g staff, 
univ. med. school; hosp t; MW; partner 

4 n, 3 office & hosp pract; 


Angeles are: 
SURGERY. (U16) Greup ass’n; pref qual chest or vas- 
cular sure: city 100,000, Rocky Mts. (UI7) Chief; 
on. ng ed gen hosp serving indus group; $18- 


$20 ; So. 

UROLOGY. (W43) Head dept, 8-man group; no urol 
within 60 miles; cases being referred to univ center, 
115 miles away; tov'n 9000, 35 mile radius has pop 
100,000; ist yr, $10u0 mo; 2d full partner; So 


Please send for our Analysis Form. 


Burneice Larson 


al priv. 
15-man 
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TONICS AND SEDATIVES (Continued) 
Quotes of the Week 


Egotism is the art of seeing things in 
yourself that others cannot see. 
e 


At a womans’ club meeting recently the 
chairlady introduced the guest speaker as 
follows: “Our guest has just returned from 
the interior of Africa. He will tell us about 
the natives and describe their manners and 
customs.” 

The hunter arose and spoke as follows, 
“They ain’t got no manners and they don’t 
wear no customs.” 


An Eskimo is the only person who sits on 
top of the world, and he lives in an igloo 
and eats blubber. 


She likes to spend money, but that’s her 
only extravagance. 


Some people are like buttons—continually 
popping off. 


Some people are like wheelbarrows— 
they stand still unless they’re pushed. 


Anecdotes 


Just back from their honeymoon, the 
bride called the groom aside and said, “Just 
look at all our gifts—towels marked ‘His’ 
and ‘Hers,’ washcloths marked ‘His’ and 
‘Hers,’ and a lot of other personalized gifts. 
But this is the one I like best because it’s so 
intimate.” 

Then she picked up a blanket which had 
obviously been purchased at an Army sup- 
ply store because across the center was 
marked, “US.” 

Recently a pretty girl was heard com- 
plaining about her last date. “When he 
dances, he’s all feet,” she pouted, “and 
when he intermissions he’s all hands.” 


—D. D. 


Tuckahoe, New York 


PLEASE DO NOT ASK for the 
names of classified advertisers in 
the JOURNAL who use box num- 
bers. It is our agreement with these 
advertisers that the information will 
not be released. Address your re- 
plies or inquiries to the box number 
given, c/o A.M.A., and they will be 
forwarded promptly. 


| OBSTETRICIAN 


“I am?! . .. In that case would you please ask your wife if she 
still has the bassinet and scale we gave you a few years ago!” 


J.A.M.A., Sept. 27, 1958 
| 
brand CYCUZINE 
The 
ree BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
vat 
t por. | 
| Am 
| 
| 
< 
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WHEN 
BLOOD 
PRESSURE 
MUST 


AS IN THIS CASE’: 
Fundus of 62-year-old 
female who has had severe 
hypertension for many 
years. Photo shows effect 
of pressure at a-v 
crossings and various 
types of hemorrhage. 


In Serpasil-Apresoline the 
mild calming and antihyper- 
tensive effects of Serpasil 
complement the more marked 
antihypertensive action of 
Apresoline. Thus, Apresoline is 
effective in lower dosage, resulting in a notable re. of side effects. “Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


with fixed hypertension of over three years’ duration.” 
1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


SUPPLIED: TABLETS #2 (standard-strength, scored), each containing 0.2 mg. Serposil ond 50 me. Apresoline hydrochloride. 
TABLETS *!} (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. 


SERPASIL® (reserpine CIBA) 


APRESOLINE® hydrochloride ® 
(hydralazine hydrochloride CIBA) 
SERPASIL®- APRESOL!NE® hydrochloride = 
(reserpine and hydralazine hydrochloride CiBA) 


| B A SUMMIT, N. J. 
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Us. Per. Mo. — Other Pet. Pend. 


NEW ROTATING ANOSCOPE 


Facilitates examination and instrumentation 


@ Speculum can be rotated without moving handle. Simple 
mechanism turns speculum through full 360°. 


Gear and Pinion 


| ss @ Orbiculated edges minimize di 
by even in the presence of rectal pathology. 


light carrier and lamp. 


@ Entire instrument can be autoclaved or boiled, including the 


@ Brilliant self-illumination with durable Welch Allyn No.2 lamp. 


At your surgical supply dealer soon. 


fort as speculum is rotated, 


WELCH 


LIGHTS 


ALLYN 


THE WAY 


(Continued from page 76) 


WANTED—ALLERGIST; BOARD QUALIFIED OR 
Certified; to join a 22 man group of specialists in 
Colorado clinic; clinic is located in university town 
near large metropolitan area; possible partnership affili- 
ation in one year. Contact: ‘Clyde C. Gelwick, Bo aca | 
Medical Center, Boulder, Colorado. 


WANTED—BOARD CERTIFIED PSYCHIATRIST FOR 
full time hospital practice in professional care program 


of the Miners Memorial Hospitals; starting compensa- 
a6. see rogressive pay scale. For details address: 
Clinica 


irector, Miners Memorial Hospital Asso- 
ciation, 1427 Eye Street, N. W., Washington 5, D.C. C 


SEEKING POSITION ON WEST COAST? 
A complete list of positions avail- 
able in your medical or hospital field 


WEST COAST MEDICAL COUNSELLORS agency 
821 Market Street, San Francisco 3 


ESTABLISHED CLINIC IN NEW BUILDING WITH 
modern equipment desirous of adding two well qualified 
physicians immediately; one general practitioner, one 
pediatrician; southeastern states location; ideal climate; 
$12,000 salary per year and all expenses plus partne rship 
at end of one year. Box 6775 C, % AMA. Cc 


WANTED—BOARD CERTIFIED PATHOLOGIST; FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion $20,000; Browsceivs pay scale. For details address: 
The Clinical Director, Miners Memorial Hospital Asso- 
ciation, 1427 Eye Street, N. W., Washington 5, D. C. C 


GENERAL PRACTICE FOR SALE—MARYLAND; ES- 
tablished 10 years; well equipped office; complete files; 
low rent: gross over $25,000 last 3 years; hospital facili- 
ties for obstetrics and surgery; good location; semi-rural 
over 35 best suited. Reply: Box 


STUDENT HEALTH SERVICE IN LARGE MIDWEST- 
ern state university has vacancy for physician interested 
in long term student health work starting salary 
$10,000; 11 month period; send personal qualifications 
and resume to: Box 6738 C, % AMA. 


— CALIFORNIA LICENSED; 
; one of best associations we have listed; 

area. Buchan, Continental Medical Bu. 

reau, Agency, 510 W. 6th St., Los Angeles 14. c 


(Continued on page 80) 
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| BOOKS RECEIVED 


Books received by Tue Journat are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
THE JoURNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association. 


The Practice of Nuclear Medicine. By William 
H. Blahd, M.D., Chief, Radioisotope Service, Vet- 
erans Administration Center, Los Angeles, Franz 
| K. Bauer, M.D., Chief, Outpatient Service, Los 
Angeles County Hospital, and Benedict Cassen, 
Ph.D., Chief, Medical Physics Section, Atomic 
Energy Project and Clinical Professor of Bio- 
physics, University of California at Los Angeles 
School of Medicine. Introduction by Paul Aeber- 
sold, Ph.D., Assistant Director for Isotopes and 
Radiation, Division of Civilian Application, United 
States Atomic Energy Commission, Washing- 
ton, D. C. Foreword by Joseph F. Ross, M.D., 
Associate Dean, Professor of Medicine and Radi- 
ology, School of Medicine, University of California 
at Los Angeles. Cloth. $12.50. Pp. 407, with 112 
illustrations. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, [ll.; Blackwell 
Scientific Publications, Ltd., 24-25 Broad St., Ox- 
ford, England; Ryerson Press, 299 Queen St., W 
Toronto 2B, Canada, 1958. 


| 
| 
| 


Congenital Anomalies of the Hand and Their 
| Surgical Treatment. By Arthur Joseph Barsky, 
M.D., D.D.S., Professor of Clinical Surgery, Albert 
Einstein College of Medicine, New York City. 
Publication number 311, American Lecture Series, 
| monograph in Bannerstone Division of American 
Lecture in Orthopaedic Surgery. Edited by Charles 
Weer Goff, M.D., Associate Clinical Professor of 
Orthopaedic Surgery, Yale University School of 
Medicine, New Haven, Conn. Cloth. $5.75. Pp. 
165, with 77 illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springtield, 
Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1958. 


Chronic Bronchitis, Emphysema and Cor Pul- 
monale. By C. H. Stuart-Harris, M.D., F.R.C.P., 
Sir George Franklin Professor of Medicine of Uni- 
versity of Sheffield, Sheffield, and T. Hanley, M.D., 
M.R.C.P., Lecturer in Medicine of University of 
Sheffield. Written in collaboration with Marjorie 
Clifton, M.D., Research Assistant to M.R.C. Group 
for Epidemiological Research on Respiratory Dis- 


eases, London, Margaret M. Platts, M.D., B.Sc., 
M.R.C.P., J. D. S. Hammond, M.B., Ch.B 
M.R.C.P., and W. Whitaker, M.D., M.R.C.P. 


Cloth. $8.50. Pp. 245, with 61 illustrations. Wil- 
liams & Wilkins Company, Mount Royal and Guil- 
ford Aves., Baltimore 2; John Wright & Sons, Ltd., 
42-44, Triangle West, Bristol 8, England, 1957. 


Discussions on Child Development: A Consider- 
ation of the Biological, Psychological, and Cultural 
Approaches to the Understanding of Human De- 
velopment and Behaviour. Volume 3: The Pro- 
ceedings of the Third Meeting of the World 
Health Organization Study Group on the Psycho- 
biological Development of the Child, Geneva 1955. 
Editors: J. M. Tanner, M.D., D.Sc., D.P.M., Senior 
Lecturer in Growth and Development, Institute of 
Child Health, University of London, London, and 
Birbel Inhelder, Professor of Child Psychology, 
University of Geneva, Geneva. Cloth. $5. Pp.,.223, 
with 19 illustrations. International Universities 
Press, Inc., 227 W. 13th St., New York 11, 1958. 


Ein binauraler Hérsynthese-Test zum Nachweis 
zerebraler Hirstérungen. Von Priv.-Doz. Dr. Jo- 
seph Matzker, Assistent der Hals-Nasen-Ohren- 
klinik der Universitiit Mainz. Mit einem Geleitwort 
von Prof. Dr. H. Leicher, Direktor der Hals- 
Nasen-Ohrenklinik der Universitit Mainz. Heft 1, 
Zwanglose Abhandlungen aus dem Gebiet der 
Hals-Nasen-Ohren-Heilkunde. Herausgegeben von 
H. Leicher, R. Mittermaier, und G. Theissing. 
Paper. 19.80 marks; $4.25. Pp. 117, with 46 illus- 
trations. Georg Thieme Verlag, Herdweg 63, (14a) 
Stuttgart, West Germany; [Intercontinental Medi- 


cal Book Corporation, 381 Fourth Ave., New 
York 16], 1958. 
Basic Cardiology. By T. E. Gumpert, M.B., 


Ch.B., F.R.C.P. Cloth. $6. Pp. 168, with 72 illus- 
trations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2; John 
Wright & Sons, Ltd., 42-44, Triangle West, Bristol 
8, England, 1958. 


(Continued on page 80) 
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FEWER ANGINAL ATTACKS. 
Se AGAINST 


for habit-induced 


prescribe 
refreshingly flavored 


antacid 


fy ~ Ly | nonconstipating 


contains no laxative 


Each teaspooatul contains 
Aluminum bydrvxide (Wacner-Chiicott) 4 gr. 
Magnesium trisilicate (U.S.P.) 7% 


“When you bill me for the baby, Doctor, remember | WARNER -CHILCcoTtT 
that I supplied my own labor.” ; 


79 
. 
(EQUANIL* AND PETN) | 
Meprotiamate and Pentaerythritol Tetranitrate 
Tables, vas of 50, meprobamate (200 mg.) and 
pentaerythritol tetranitrate (10 mg.) —*Trademark 
| 
[HOSPITAL] 
J A 
zf 2F i 
j 
y} 
— | 


A Summary Report on 


CORT ROPHIN=ZINC 


(Corticotropin-Alpha Zinc Hydroxide) 


Description: A unique patented electrolytic process (developed by Organon 
research) produces a complex of alpha zinc hydroxide and corticotropin. 
This complex offers considerable advantages for practical ACTH therapy. 


Characteristics: New Cortrophin-Zinc provides corticotropin of unsurpassed 
purity with low foreign protein content. This reduces the risk of sensitiza- 
tion reactions. 

Since about 5% of the corticotropin is uncombined, onset of clinical 
response is rapid. But the balance, present as a complex of alpha zinc 
hydroxide, provides a prolonged action so that the effective time span of 
a single dose is usually several days. Injection of the new electrolytic 
Cortrophin-Zinc is virtually painless. 


Pharmacology: A potent stimulator of cortical activity, Cortrophin-Zinc 
does not depress functioning of the suprarenal glands. Unlike the corti- 
costeroids, adrenocorticotropic hormone arouses the adrenal glands to pro- 
duce natural steroids in natural proportions. In a 5-year study of patients 
on ACTH therapy, no case of adrenal or pituitary depression or atrophy has 
been observed. 

Because Cortrophin-Zinc is virtually painless on injection and its pro- 
longed action obviates frequent injections, it is now practicable to use 
Cortrophin-Zinc in most of the indications where formerly reliance has 
been on corticosteroids. This freedom from apprehension of deleterious 
depressive effects permits clinical use of valuable hormone therapy on a 
broader scale than has been possible heretofore. 


Clinical Uses and Dosage: The many published reports on the use of 
Cortrophin-Zinc as well as ACTH in thousands of patients indicate its 
value in over 100 disorders. Most responsive have been: allergies and 
hypersensitivities, rneumatoid arthritis, bronchial asthma, serum sickness, 
and inflammatory skin and eye diseases. 

Dosage should be individualized, but generally initial control of symptoms 
is obtained with a single injection of 40 units of Cortrophin-Zinc daily, 
until control is evident. Maintenance dosage is generally 20 units (or less) 
twice a week. 

Use of Cortrophin-Zinc with oral steroids is now recommended as a safety 
measure to supply the important suprarenal stimulation and lessen the 
hazard of atrophy. Periodic use of Cortrophin-Zinc is advocated with all 
steroid analogs, such as cortisone, hydrocortisone, prednisone, predniso- 
lone, methylprednisone, and triamcinolone.* 

Supply: 5-cc vials containing 40 and 20 U.S.P. units of corticotropin per 
cc; l-cc ampuls containing 40 and 20 U.S.P. units of corticotropin, with 
sterile disposable syringes. 

*Write for complete literature and bibliography containing specific dosage 
schedules to: 


Medical Department 
ORGANON INC. + Orange, N. J. 


(Continued from page 78) WANTED — YOUNG PHYSICIAN TO WORK WITH 


} group in well equipped clinic; salary range $1,000 to 
; PHYSICIAN WANTED—FULL TIME TEACHING PO- $1,400 per month according to desire to work in indus 
sition in Chicago under F dati Saane lieant trial and private practice; house available. J. H. Murry, 

MD, Gary. West Virginia c 


should have completed military service, internship and 
residency, and should have experience in ps: —z' 
please state full and specialty Tnteres 
Address: Box 6739 C, %“o AMA. 


HOUSE PHYSICIAN—-TYPE GENERAL RESIDENCY; 
135 bed hospital in rural Delaware; good personnel 


Lorenz, Ad 


policies; available at once. Write: G 


group practice 3 generalists; 2 obstetricians; want an- ware. 
other ee nega preferably with some residency train- 
ing; excellent salary leading to partnership; progressive : 
newly equipped office. Box 6770 ©, % 
ean ‘ equipped; should gross $40,000 first year; for sale, rent 


GENERAL P . = ee . mim. | or percentage. W. Leone, MD, Ingraham Building, 
#ENERAL PRACTITIONER WANTED FOR SUBUR Miami, Florida. 


ban area of community of over 100,000; hospitals priv 


ileges avgilable in two large hospitals; living quarters | 
available in building. Write: Jacob F. Kolassa, Mid- EXCELLENT OPENING FOR EENT MAN -ONE MAN 


way Realty Company, 2615 East Michigan Avenue, now serving a city of 13,000; plus radius of fifth miles; 
Lansing, Michigan. Cc beautiful modern office, spacious home with all modern 
conveniences; sacrifice for quick sale; New York state; 
’ INTERNIST — CALIFORNIA LICENSED; PREFER southern tier. Box 6774 ©, % AMA. 


young internist, with formal training completed; asso- 
ciate established Diplomate with good guarantee and 


develop own practice. Pacific Coast Medical Bureau, | GENERAL PRACTICE IN SMALL TOWN—NEW OF- 
Agency, 703 Market St., San Francisco 3. Cc fices ; equipment, financial backing available young man 
to continue good practice of former doctor now deceased. 


WANTED — GENERAL PHYSICIAN OR INTERNIST Write: The Fordville Commercial Club, Fordville, North 
for group or cooperative practice in busy Baltimore sub- Dakota. c 
urb. .For details contact: Dr. Myron H. Sachs, 1713 
Taylor Avenue, Baltimore 14, Maryland ; 


(Continued on page 84) 


: G. R. La 
GENERAL PRACTITIONER — SUBURB ATLANTA; ministrator, Milford Memorial Hospital, Milford, Dela- | 


J.A.M.A., Sept. 27, 1958 
(Books Received Continued) 


Hospital Planning for the Anesthesiologist. By 
William H. L. Dornette, M.D., Professor of Anes- 
thesiology and Head of Department, University of 
Tennessee College of Medicine, Memphis. Publica- 
tion number 335, American Lecture Series, mono- 
graph in American Lectures in Anesthesiology. 
Edited by John Adriani, M.D., Director, Depart- 
ment of Anesthesia, Charity Hospital, New Orleans. 
Cloth. $5.25. Pp. 119, with 31 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, Eng- 
land; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1958. 


Atlas der selektiven Lungenangiographie: Zug- 
leich ein Beitrag zur Funktionsanalyse der Lungen 
und des kleinen Kreislaufes. Von Dr. R. Semisch, 
Assistent der Chir. Univ.-Klinik Jena, Dr. J. Gess- 
ner, Assistent der Chir. Univ.-Klinik Jena, Dr. 
H.-L. Kélling, Assistent der Réntgenabteilung an 
der Chir. Univ.-Klinik Jena, und Dr. H. H. Wittig, 
Assistent der Med. Univ.-Poliklinik Jena. Mit 
einem Geleitwort von Prof. Dr. H. Kuntzen, Di- 
rektor der Chirurgischen Universitiits-Klinik Jena. 
Cloth. 30.60 marks. Pp. 188, with 84 illustrations. 
VEB Gustav Fischer Verlag, Villengang 2, Jena, 
East Germany, 1958. 


Funktionelle Réntgendiagnostik des Mediasti- 
nums am Beispiel des Bronchial-Karzinoms de- 
monstriert: Experimentelle Untersuchungen zur 
Grundlage der Ocsophaguskymographie nach 
Strnad. Von Priv.-Doz. Dr. med. R. Kraus. Mit 
einem Vorwort von Prof. Dr. F. Strnad. [Thesis, 
M.D., University of Frankfurt, Frankfurt a.M.] 
Paper. 8.40 marks; $2. Pp. 55, with 33 illustra- 
| tions. Georg Thieme Verlag, Herdweg 63, (14a) 
Stuttgart, West Germany; [Intercontinental Medi- 
cal Book Corporation, 381 Fourth Ave., New 
York 16], 1958. 


Ligament and Tendon Relaxation (Skeletal Dis- 
ability) Treated by Prolotherapy (Fibro-Osseous 
Proliferation): With Special Reference to Occipito- 
Cervical and Low Back Disability, Trigger Point 
Pain, Referred Pain, Headache and Sciatica. By 
George Stuart Hackett, M.D., F.A.C.S. Third edi- 
tion. Cloth. $6.75. Pp. 151, with 32 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, IIL; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, Eng- 
land; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1958. 


Epilepsy Handbook. By Frederic A. Gibbs, 
M.D., Professor of Neurology and Director of Divi- 
sion of Electroencephalography, University of Mlli- 
nois, School of Medicine, Chicago, and Frederick 
W. Stamps, M.D., Director of Consultation Clinic 
for Epilepsy, University of Illinois, School of Medi- 
cine. Cloth. $4.75. Pp. 101, with 8 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, Eng- 
land; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1958. 


Clayton’s Electrotherapy and Actinotherapy: A 
Textbook for Student Physiotherapists. By Pauline 
M. Scott, M.C.S.P., T.E.T. T.M.M.G. With fore- 
word by F. 8S. Cooksey, O.B.E., M.D., F.R.C.P., 
Director, Department of Physical Medicine, Kings 
College Hospital, London. Third edition. Cloth. 
$6.50. Pp. 427, with 207 illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2; Bailliére, Tindall & Cox, 7 & 8 
Henrietta St., Covent Garden, London, W. C. 2, 
England, 1958. 


Prostatectomia precoce? Inchiesta  internazio- 
nale. (Early Prostatectomy? International Inquiry.) 
Di Franco de Gironcoli. Estratto da Urologia, Ri- 
vista internazionale di cultura urologica, anno 
XXIV, 1957 (fase. 1-6), anno XXV, 1958 (fase. 
| 1-2). Introduction and conclusions are published 
in Italian, English, German and French. Summaries 
of single answers are published in English. Paper. 
3000 lire; $5. Pp. 229, with illustrations. Edizioni 


C | di “Urologia,” Libreria Canova, Via Paris Bordon 


| 1, Treviso, Italy, 1958. 


Textbook of Microbiology. By Kenneth L. Bur- 
don, Ph.B., Sc.M., Ph.D., Professor and Chairman, 
Department of Microbiology, Baylor University 
College of Medicine, Houston, Texas. Fourth edi- 
tion. Cloth. $5.75. Pp. 645, with 161 illustrations. 
| The Macmillan Company, 60 Fifth Ave., New 
| York 11, 1958. 


(Continued on page 84) 
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“This substance [Vitamin 
a _ has added greatly to the 
safety of anticoagulant therapy” 


reverse anticoagulant-induced hypoprothrombinemia 


MEPHYTON 


VITAMIN K} 


the only available preparation chemically identical with naturally-occurring vitamin K,. . . 
“has a more prompt, more potent and more prolonged effect than the vitamin K analogues” 


Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg. initially; 15 to 25 
mg. for more vigorous action. Intravenously, for antigoagulant-induced bleeding 
émeérgencies, 10 to 50 mg.; may be repeated as indigated by prothrombin time 
response. (Some clinicians advise their patients to keep a supply of tablets on 
hand at all times; if gross bleeding oceurs, the patients are instructed to take 
10 mg. and phone the doctor.!) 


Supplied: Tablets, 5 mg., bottles of 100. Emulsion, each i-cc. ampul con- 
tains 50 mg., boxes of 6 ampuls. 


Other indications: To’ normalize prothrombin time—before surgery, in 

obstructive jaundice, hepatic disease, impaired gastrointestinal absorption, 

deficiency of vitamin K in the newborn, and following the administration 
¢. of antibiotics, sulfonamides, and salicylates. ‘Mephyton’ is a valuable 
* addition to the physician's bag for emergency use. 


Merck SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Mephyton is a trade-mark of MERCK & CO., Inc 


1. Wright, I. S.; Early use of anticoagulants in treatment of myocardial infarction, J.A.M.A. 163: 918-921, March 16, 1957. 
2. Council on Pharmacy and Chemistry: New and Nonofficial Remedies, Philadelphia, J. B. Lippincott Co., 1956, p. 505. 
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J.A.M.A., Sept. 27, 1958 


FEWER ANGINAL ATTACKS. 
PROTECTS AGAINST PAIN | 
_ AND GONTROLS ANXIETY. 

AND 


EQUANITRATE* 


Meprobamate and Tetranitrate 


(“tre need of oxygen, prime atom 
without which life cannot exist, is 
increased in both mother and child 
during the energy-consuming birth 
process.... Pure oxygen is also of 
value for prevention of nausea and 
vomiting, which is a serious hazard 
to the anesthetized patient during 
delivery.” 

“Obstetric Oxygenation,” Dunlap, J.C.: 
Texas State J. M. 52:806 (Now. ) 1956 


you can rely 


on OXYGEN U.S.P. by 


producer of highest-purity oxygen 
for more than 50 years 


The terms “Linde” and “‘Union Carbide" are 
registered trade-marks of Union Carbide Corporation. 


Linde Company (Dept. 794) 
Division of Union Carbide Corporation 
30 East 42nd Street, New York 17, N. Y. 


Please add my name to the complimentary mailing list 
for OxycGEN THERAPY NEWS— your monthly review of 
current articles on the use of oxygen in medicine, 


A 


“Daddy is out, Mrs. Sheridan, but I heard him tell Mommy 
the best medicine for you would be . 


UNION 
CARBIDE 


« 
82 
\ 
= 
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| 
‘of DU, meprobamate (, a 
“Tablets; vials of ov, mepronamare mg.) ans 
pentaerythritol tetranitrate (10 mg.) *Trademark 
e ore an uring e ivery 
a 
° 
TRADE-MARK 
: 


Now... 
a most satisfactory anticoagulant’ 


(acenocoumarol GEIGY) 


effective in low oral dosage’ 


therapeutic hypoprothrombinemia rapidly 
achieved within 36 to 48 hours!.3+ 


stable, uniform hypoprothrombinemia easily 
sustained with single, daily dose!*+ 


rapid reversal of action in case of overdosage 
or surgical emergency!” 


well 


References: 

(1) Neill, E. C.; Moon, R. Y., and Vander Veer, J. B.: 
Circulation 15:713, 1957. (2) Mayer, G. A., and 
Connell, W. FE: Canad. M. A. J. 76:272 (Feb. 15) 1957. 
(3) Menéndez; C.; Almonte, J. C., and Ramos, C. N.: 
Angiology 8:182, 1957. (4) Johnson, R., and Chartier, 
Y.: Canad. M. A. J. 77:756, 1957. (5) Alexander, F; 
Koppel, J. L.; Arscott, P M., and Olwin, J. H.: A.M.A. 
Arch. Int. Med. 100:558, 1957. 


Sintrom® (acenocoumarol cEIGY). Double-scored tab- 


lets of 4 mg., bottles of 50 tablets. 
- 


Ardsley, New York 


an 
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IDs 


No special diets ° 


“WORMS HATE 


No purging 


The new Piperazate Wafers, utilizing insoluble piperazine phosphate, provide 
short, pleasant piperazine treatment for intestinal helminths. For pinworm, only one 
dose a day for just one week is required; for roundworm, a single dose. 

Kids love the cool, tasty mint flavor of Piperazate Wafers. There is no possibility 
of spillage or variation in the size of the dose. And the use of Piperazate avoids the 
high incidence—35-50%—of nausea, vomiting and diarrhea which may be asso- 


ciated with gentian violet therapy.* 


Piperazate assures a 90% cure rate in one week's treatment of pinworm? and an 
85% cure rate in one day's treatment of roundworm.® 


One Week Dosage 
for Pinworm 
Children 15-30 Ibs. 
Children 31-60 Ibs. 
Children 61 Ibs, 
and over..... 


« 2 Wafers 


To be sucked or chewed before 
breakfast for 7 consecutive days. 


One Day Dosage 

for Roundworm 

Children 20-30 Ibs. .. . 3 Wafers 
Children 31-40 Ibs. . . . 4 Wafers 
Children over 40 Ibs. 


and adults ....... 7 Wafers 
To be taken at ore time on one 
day only. 


Piperazate Wafers 


Supplied: 
In packages 
of 28 Wafers 


piperazine phosphate, Leeming, 500 mg. 


1. Goodman, L., and Gilman, A.: Pharmacological Basis of Therapeutics, 
New York, Macmillan, 1955, p. J.A.M.A, 
161:515 (June) 1956, 3. Hoekenga, M. T.: World M. J. 3:299 (Sept.) 1956. 


1153. 2. Brown, H. W., ef al.: 


TRADEMARK 


Shes. Leeming ¢ Cane 155 East 44th Street, New York 17, N. Y. 


(Continued from page 80) 


GENERAL PRACTITIONER OR PEDIATRICIAN 
Lease or purchase active practice; shopping center loca- 
tion; West Texas city over 146,000; open staff hospitals; 
grossing over $5,000 monthly; will introduce; qualifica- 
tions first letter. Box 6771 C, % MA. 


WANTED—PEDIATRICLIAN OR INTERNIST TO PRAC- 
tice with three general practitioners in new clinic ad 
jacent to new Hili Burton Hospital; rapidly growing 


town of 8,000; Writes Doctors Clinic, Inc., Jesup, 
Georgia. Cc 
WANTED—YOUNG PHYSICIAN; INDUSTRIAL PHAR- 


maceutical and chemical companies and hospitals; psy- 
chiatrists, anesthesiologists. Medical Personnel Agency, 
7 East 42nd St., New York, New York. Cc 


ORTHOPAEDIC SURGEON — ASSOCIATION PRIVATE 
actice; within 100 miles of New York City; minimum 
12,000 "plus percentage: must be Board qualified or 

certified. Write: Box 6751 C, % AMA. 


WANTED THOROUGHLY QUALIFIED GENERAL 
practitioner in large northeastern Ohio city; large gross 
income; practice available immediately; physician leay- 
ing to Sp cialize. Box 6745 C, % AMA. 


PEDIATRICIAN—CHICAGO; TO 
certified pediatrician and to assume entire 
in a few years; start $10,000-$12,000. Reply: 
C, % AMA 


ASSOCIATE WITH 
practice with 


tox 6765 


FOR PRACTICE WITH ABL E 
and surgeons in this G00 bed GM& 

Veterans Administration Hospital+, Columbia, South 
Carolina; positions in orthopedies, radiology, otolaryn- 
athology and nevrosurgery available; salaries up 
170) depending on quatlificatic plus 15% 
d Certification allowance; liberal vacation and sick 
* und retirement plan; ideal vear round climate; 
“i States citizenship and tice of any state re- 
quired; exeellent opportunity. Write: Director, Profes- 
sional Services, Veterans Administration Hospital, Co 
South Carolina, c 


OPPORTU NITLES 
xroup of physicians 


lumbia, 


WANTED — GENERAL PHYSICIANS: UNDER 35 
ars of ane; full time hospital practice, opportunity 
develop interest, consultation with specialists avail- 

able in professional care program of 10 Miners Memo- 
rial Hospitals; full time positions with starting com- 
pensation at the rate of $12,000 per year; progressive 
pay scale; for appointment currently and for July 1959; 
U. S. citizenship and eligibility for licensure in Ken- 
tucky. Virginia, or West Virginia required. For details, 
address: The Clinical Director, Hos- 
ital Association, 1427 Eye Street, 


GENERAL PRACTITIONER—TWO YOUNG 
established general practitioners desire association of a 
third in a small north western Wisconsin town; large 
medical and surgical practice; immediate partnership 
to the right man. Box 6666 C, % AMA, 


WANTED 


(Continued on page 86) 


| Publications, 


J.A.M.A., Sept. 27, 1958 
(Books Received Continued) 


Health Statistics from the U. S. National Health 
Survey: The Statistical Design of the Health 
Household-Interview Survey by Staff of the U. S. 
National Health Survey and the Bureau of the 
Census. Series A-2. U. S. Department of Health, 
Education and Welfare, Public Health Service, 
Division of Public Health Methods. Public Health 
Service publication no. 584-A2. Paper. 35 cents. 
Pp. 40, with 6 illustrations. Superintendent of 
Documents, Govern. Print. Off., Washington 25, 
D. C., 1958. 


Blood Groups in Man. By R. R. Race, Ph.D., 
M.R.C.S., F.R.S., Director, Medical Research 
Council Blood Group Research Unit, Lister Insti- 
tute, London, and Ruth Sanger, Ph.D., B.Sc. With 
foreword by Professor Sir Ronald Fisher, F.R.S. 
[German edition in preparation.] Third edition. 
Cloth. $8.50. Pp. 377,. with 31 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill.; Blackwell Scientific 
Ltd., 24-25 Broad St., Oxford, Eng- 
land; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1958. 


The Esophagus: Medical and Surgical Manage- 
ment. By Edward B. Benedict, M.D., F.A.C.S., 
Assistant Clinical Professor of Surgery, Harvard 
Medical School, Boston, and George L. Nardi, 


M.D., F.A.C.S., Clinical Associate in Surgery, 
Harvard Medical School. Foreword by Edward D. 
Churchill, M.D., F.A.C.S. Cloth. $15. Pp. 390, 


with 124 illustrations. Little, Brown & Company, 
34 Beacon St., Boston 6; J. & A. Churchill, Ltd., 
104 Gloucester Place, Portman Sq., London, W. 1, 
England, 1958. 


Lehrbuch der Chirurgie. Herausgegeben von 
Prof. Dr. H. Hellner, Direktor der Chir. Univ.- 
Klinik Géttingen, Prof. Dr. R. Nissen, Direktor der 
Chir. Univ.-Klinik Basel, und Prof. Dr. K. Voss- 
schulte, Direktor der Chir. Univ.-Klinik Giessen. 
Unter Mitarbeit von M. Allgéwer et al. Second 
edition. Cloth. 84 marks; $20. Pp. 1112, with 652 
illustrations. Georg Thieme Verlag, Herdweg 63, 
(14a) Sutttgart, West Germany; [Intercontinental 
Medical Book Corporation, 381 Fourth Ave., New 
York 16], 1958. 


Diseases of the Liver and Biliary System. By 
Sheila Sherlock, M.D., F.R.C.P., M.R.C.P., Phy- 
sician and Lecturer, Department of Medicine, Post- 
graduate Medical School, University of London, 
London. Second edition. Cloth. $11.50. Pp. 719, 
with 213 illustrations. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad 
St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1958. 


Radiation Protection. By Car! B. Braestrup, Di- 
rector, Physics Laboratory, Francis Delafield Hos- 
pital, New York, and Harold O. Wyckoff, Chief, 
Radiation Physics Laboratory, National Bureau of 
Standards, Washington, D. C. Cloth. $10.50. Pp. 
361, with illustrations. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, Ill; 
Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1958. 


Human Parturition: Normal and Abnormal 
Labor. By Norman F. Miller, B.S., M.D., F.A.C.S., 


| Professor of Obstetrics and Gyne cology, Unive rsity 
| of Michigan 


Ann Arbor, T. 
Associate Professor 


Medical School, 
Evans, A.B., M.D., F.A.C.S., 
of Obstetrics and Gynecology, University of Michi- 
gan Medical School, and R. L. Haas, A.B., M.D., 
F.A.C.S. Cloth. $7.50. Pp. 248, with 67 illustra- 
tions. Williams & Wilkins Company, Mount Royal 
and Guilford Aves., Baltimore 2, 1958. 


Coccidioidomycosis. By Marshall J. Fiese, M.D., 
F.A.C.P., Director of Health Services, Fresno State 
College, Fresno, Calif. Foreword by Charles E. 
Smith, M.D., Dean, School of Public Health, Uni- 
versity of California, Berkeley. Cloth. $9.50. Pp. 
253, with 33 illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1958. 


Tice’s Practice of Medicine. Originally edited 
by Frederick Tice. Editor: LeRoy Hendrick Sloan. 
[Revised pages for volumes 1, 3, 6, 7, 9, 10 and 
supplementary index.] Loose-leaf. Various pagina- 
tion. W. F. Prior Company, Inc., Hagerstown, Md., 
1957. 


(Continued on page 86) 
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Milpath acts quickly to suppress hypermotility, 
hypersecretion and spasm, and to allay anxiety an: 
tension. Thé loginess, dry mouth and blurred vision 
so characteristic of some barbiturate-belladonna 
combinations are minimal with Milpath. 


scored talries contains: meprebaroate 30 mg 


t.i.d. with meals and 2 (ablets at bedtime: 


oliner gic 


tritithexeth yl joslide 25 


° WALLACE LABORATORIES 


New Brunswick, N. J. 


| 
; 


smaller, lighter— 
with greater 
versatility 


than ever! 


The new Burdick dual-speed EK-III is not miniaturized! Smaller and 
lighter, it still produces a sharp, full, standard-sized 5 cm. record — 
at either 25 mm. or 50 mm. per second! 

The unit weighs just 22144 pounds (26% pounds with all acces- 
sories). Compact design and unique carrying handle make the EK-III 
the ideal instrument for accurate office cardiography, as well as for 


Investigate the advantages of the new Burdick EK-III. Your 
Burdick representative will gladly demonstrate the instrument at 
your convenience... or write directly to the company for complete 
descriptive material. No obligation, of course. 


Routine electrocardiograms are important 
under age 40 for future comparison; over 
age 40 for screening. 

JAMA, Mar, 28, 1953 


PSYCHIATRISTS WANTED PSYCHIATRISTS (3) 

for employment with the United States Government de- 

— career opportunity to work in a clinical setting as 

ell as active research program in close association with 

well qualified — utrist in a smi ‘unit 


(Continued from page 84) 


ROOM VPIYSICIANS 
* for appointment as Receiving Ward 
Physicians beginning September 
fresher for physicians waiting to start residencies, mili- 
tary service or general practice; 
or work in various eclinies or laboratories in off-duty 
applic: ati ons for any be riod of months or 


may arrange for study 


« 
incinnatl College of Me dicine, 
neral Hospital*+, Cincinnati 20, Ohio. 


GENERAL P RACTITION- 


PILYSICIAN WANTED 
Hoard Certified preferred; 
Josis Veterans Administration Hospital, 
cent to Tupper Lake 
eastern New York state; 


for predominantly tubercu- 


WANTED — PHYSICIANS; 
ers with interest in psychiatry or psychi 
hospital Jocated in Sheridi 


he Adirondack Park, North- 
_ Within commuting distance 


ured 
» Big Mounts ains; 
fall beautiful and winter mod- 
salary be on experience after aduation to 
maximum of $13, 970 or $16, 000 if I 
Veterans Administration 
Hospital, She ridan, “applicants must be U. 8. 


n of nited ‘Sti utes; salary range from $9,890 to 
154 %o it Voard Certified; 
terans Administration 

Cc 


VACANCIES—SENIOR PILYSICIANS WITH MINIMUM 
ars psychiatric experience; 
tunities for advancement; 
200 depending training and exper lence ; 


MASSACHUSETTS, NEAP BOSTON—WANTED; SEN- 
jor psychiatrists on both research and house service; 
1,600 heds ; approved two years residency training; min- 

; additional increases for Boards and 

»; “reasonable rents; time off for analysis; med- 

ical school affiliation ; 


eodore A 
t, Medfield State Hospital, Medfield, =~, 


fully large eastern mental 
with three year accredited residency training 


excellent opportunities for teach- must be for licensure in Connecticut. 


(Continued on page 88) 


J.A.M.A., Sept. 27, 1958 
(Books Received Continued) 


Clinical Neuroanatomy, Neurophysiology and 
Neurology, with a Method of Brain Reconstruction. 
By Louis Hausman, M.D., Professor of Clinical 
Medicine (Neurology), Cornell University Med- 
ical College, New York. Paper. $9.75. Pp. 522, 
with illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1958. 


Safe Handling of Bodies Containing Radio- 
active Isotopes: (A Guide for Surgeons, Patholo- 
gists, and Funeral Directors). Recommendations 
of National Committee on Radiation Protection 
and Measurements. U. S. Department of Com- 
merce, National Bureau of Standards. National 
Bureau of Standards handbook 65 (supersedes 
handbook 56). Paper. 15 cents. Pp. 20. Super- 
intendent of Documents, Govern. Print. Off., 
Washington 25, D. C., 1958. 


Ciba F dation Colloquia on Endocrinology. 
Volume 12: Hormone Production in Endocrine 
Tumours. Editors for Ciba Foundation: G. E. W. 
Wolstenholme, O.B.E., M.A., M.B., and Maeve 
O’Connor, B.A. With cumulative index to volumes 
1-12. Cloth. $9. Pp. 351, with 58 illustrations. 
Little, Brown & Company, 34 Beacon St., Boston 6; 
J. & A. Churchill, Ltd., 104 Gloucester Place, 
Portman Sq., London, W. 1, England, 1958. 


Comité international de médecine et de phar- 
macie militaires: 18e session de conférences, Istan- 
bul, Septembre 1955. International Committee of 
Military Medicine and Pharmacy, 18th Session of 
Conferences, Istanbul, September 1955. [In French 
and English.] Paper. 150 Belgian francs. Pp. 156. 
Edité par l’Office international de documentation 
de médecine militaire, 79, rue Saint-Laurent, 
Liége, Belgium, n.d. 


Sir Charles Bell: His Life and Times. By Sir 
Gordon Gordon-Taylor, K.B.E., C.B., F.R.C.S 
and E. W. Walls, M.D., Ch.B., B.Sc., S. A. Court- 
auld Professor of Anatomy in University of Lon- 
don, London. Cloth. $8.50. Pp. 288, with 50 
illustrations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2; E. & S. 
Livingstone, Ltd., 16 and 17 Teviot Place, Edin- 
burgh 1, Scotland, 1958. 


The Advancement of Medical Research and 
Education through the Department of Health, 
Education, and Welfare: Final Report of the Sec- 
retary’s Consultants on Medical Research and 
Educatien. Office of Secretary, Department of 
Health, Education, and Welfare. Paper. 60 cents. 
Pp. 82, with illustrations. Superintendent of Docu- 
ments, Govern. Print. Off., Washington 25, D. C., 
1958 


Vital Statistics of the United States 1956. Vol- 
ume II: Mortality Data. Prepared under super- 
vision of Halbert L. Dunn, M.D., Chief, National 
Office of Vital Statistics, Washington, D. C. U. 8. 
Department of Health, Education, and Welfare, 
Public Health Service, National Office of Vital 
Statistics. Cloth. $4.25. Pp. 525. Superintendent of 
Documents, Govern. Print. Off., Washington 25, 
D. C., 1958. 


The Excitable Cortex in Conscious Man. By 
Wilder Penfield, O.M., C.M.G., Litt.B.. Director 
of Montreal Neurological Institute, McGill Uni- 
versity, Montreal, Canada. Sherrington Lectures V. 
Cloth. $2.50. Pp. 43, with 15 illustrations. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Liverpool University Press, Liver- 
pool, England; Ryerson Press, 299 Queen St., W 
Toronto 2B, Canada, 1958. 


Radioisotope in der Herzdiagnostik. Von Dr. 
med. Hans Ludes und Dr. med. Gerhard Lehnert. 
Mit einem Geleitwort von Professor Dr. med. 
Dr.h.c. H. W. Knipping. Heft 1, Abhandiungen 
iiber die Pathophysiologie der Regulationen. He- 
rausgeber: H. Kleinsorge, H. W. Knipping und 
R. Wagner. Paper. 16.90 marks. Pp. 107, with 62 
illustrations. VEB Gustav Fischer Verlag, Villen- 
gang 2, Jena, East Germany, 1958. 


Chronik der Kinderheilkunde. Von Prof. Dr. 
med. Albrecht Peiper, Direktor der Universitiits- 
kinderklinik Leipzig. Third edition. Cloth. 51.20 
marks. Pp. 527, with 97 illustrations. VEB Georg 
Thieme, Hainstrasse 17/19, Aufgang C, Leipzig, 
East Germany, i958. 


(Continued on page 88) 
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annum; include summary: personal, professional and 

military background. Box 6697 C, % AMA. 

| 

| 
ip 
host 

> 


the 


E 
= 


Within the limits of our sight, we can perceive the course of 


moving light only at a given moment in time and space. 


The camera eye, in the hands of the artist, can capture 


light as a continuous stream—and so reveal to us the intricately 


beautiful tracery of light and color in this familiar scene. 


eps for the spectrum of stress 


< 


EQUANIL equanimity 
rheumatic disorders 
cerebral palsy 


idiopathic petit mal 


behavioral problems in 
children, hyperkinesis 
scmatic conversion 


tension headache 


mensirual distress 
pregnancy accompanied by 
anxiety and tension 
hypertension 
free-floating anxiety 


insomnia 


insomnia 


allergic disorders 


dermatologica! rear:ions 


obstetrical, pre- and 


postoperative sedation 


motion sickness 


nausea and vomiting 


PHENERGAN 


g 
4 
eke. 
| 
Quiescence 


apprehension 
pain 
hiccups 
acute and chronic 
psychoses 
senile agitation 
aicoholism 
hallucinations, delirium 
| tremens 
withdrawal from alcohol, 
narcotics, and other 
addicting drugs 
SPARINE tranquillity 
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within the spectrum of stress 


A WYETH NORMOTROPIC DRUG FOR NEARLY EVERY PATIENT 


Anti-anxiety factor with pronounced muscle-relaxing properties. 


Supplied: Tablets—400 mg. and 200 mg., bottles of 50. 


EQUANIL 
Meprobamate, Wyeth (NEW) WYSEALS* EQUANIL Tablets—400 mg., bottles of 50. 


Yellow, especially coated, easy to swallow, unidentifiable by patient. 


*Trademark 


Psychic sedative—produces quiescence. Antinauseant. Antihistaminic. 


Potentiates CNS depressants, thus reducing dosage requirements for 


narcotics, analgesics, and sedatives. 
PHENERGAN 
Hydrochloride Supplied: Injection-+25 mg. per cc., vials of 1 cc. and 10 cc.; for 
Promethazine Hydrochloride, Wyeth acy 


intramuscular and intravenous use. Tablets—(scored) 12.5 mg. and 25 mg., 


bottles of 100 and 1000. Suppositories—25 mg., boxes of 12. Syrup— 


6.25 mg. per 5cc., bottles of 1 pint. 


Psychic and somatic tranquilizer for apprehension and agitation in acute 


and chronic psychoses, medical emergencies, alcoholism, withdrawal 


symptoms of alcoholism and drug addiction. 


Supplied: Injection—50 mg. per cc., vials of 2 cc. and 10 cc.; for 


SPARINE 
Hydrochloride intramuscular and intravenous use. Tablets—10 mg. (green), bottles of 50; 
Promazine Hydrochloride, Wyeth 25 mg. (yellow), 50 mg. (orange), 100 mg. (pink), and 200 mg. (red), 


bottles of 50 and 500. Syrup—10 mg. per 5cc., bottles of 4 fl. oz. 


rescribing information and comprehensive literature available on reques 
P, b t de hensive literature available on request 


® 
Philadelphia 1, Pa 
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Bos does the specific job superbly well 


new 


POLARAMINE 


dextro-chlorpheniramine maleate 
REPETABS 
daylong or nightlong relief ( 


ASSURE UNEXCELLED ANTIHISTAMINIC PROTECTION ( 


one REPETAB in the morning - one Repetas in the evening 


POLARAMINE REPETABS, 6 mg., bottles of 100 and 1000. 
Tablets, 2 mg., bottles of 100 and 1000. F ( 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY chee 
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carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


OINTMENT — POWDER 
SOLUTION 


fast relief from itching 


prompt antimycotic action 


continuing prophylaxis 


NIGHT and DAY treatment 

AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. 

DURING THE DAY — Desenex Powder (zincundecate) — 11 oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fi. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. 


(Continued from page 86) 


MEDICAL GROUP LOCATED IN UPSTATE NEW 
York is interested in adding an ophthalmologist to its 
staff; well established medical center; modern facilities; 
serves a@ population area of approximately 50,000; locat- 
ed in a town of 9,000 in the center of a beautiful re- 
sort area; tremendous potential for a well qualified oph- 
thalmologist with an opportunity to become a partner 
in the group after one year. Box 6629 C, % AMA. 


SEATTLE, WASHINGTON — PINEL FOUNDATION 
Hospital has position available for a staff psychiatrist 
primarily interested in intensive psychotherapy with in- 
patients, also in teaching and research; a developing 
program providing opportunity and challenge; salary de- 
pendent on qualifications. Address inquiries to: R. Hugh 
Dickinson, MD, Medical Director, 2318 Ballinger Way, 
Seattle 55, Washington. 


WANTED—DOCTOR; GENERAL PRACTICE; NEW 13 
room clinic; serving rural, industrial area 9,000 people 
15 miles from Huntsville; no doctor nearer 15 miles; 
excellent opportunity for doctor wanting to live in smali 
town that is growing; clinic rent free first 6 months; po- 
tential $35,000 annual gross income. Call or write: ‘New 
Market Clinic, Inc., J. E. Worlund, Secretary, Tele- 
phone 18W, New Market, Alabama. Cc 


TWO WARD SURGEONS—NEBRASKA; 20! BED GEN- 
pb hospital; one general surgeon: one with orthoredic 
interest desired. Write: Manager, Veterans Administra- 
tion Hospital, Grand Island, Nebraska. c 


© Belleville 9, N. J. 


PD-73 


SEVEN ADDITIONAL SPECIALISTS - 
tifled or Board eligible; for expanding upper midwest 
obstetrician gynecologist, ophthalmologist, urolo- 


clinic; 
gist, psychiatrist, neurosurgeon, radiologist, and derma- 
tologist; furnish complete information regarding pro- 


fessional training, availability, 

and family status in letter to: Box 6698 C, % AMA. 

RADIOLOGIST — FULL TIME FACULTY APPOINT- 
ment as instructor or assistant professor in southern 
medical school; new teaching hospital has ultimate bed 
capacity of 600; duties primarily in diagnosis; equip- 
ment inchides high-speed angiographic and cinefluoro- 
—_ units; citizenship necessary. Box 6707 C. % 


IMMEDIATS NEED FOR OTORHINOLARYNGOLO- 
gist to associate with two otorhinolaryngologists northern 
California city; two fully equipped separate offices; clin- 
1c hospital practice potential; salary percentage con- 
tract; personal-professional data required first letter; 


poeential permanent status can be arranged. Box 6649 C, | 


GENERAL PRACTICE—HOSPITAL AND CLINIC IN 

central Texas desires association of man in general 
practice capable of assisting in surgery; salary $1,000 
per month plus half his house call fees; please g 
resume of training, experience, and gene ral information 
first letter. Box 6705 C, % AMA. 


(Continued on page 92) 
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Paper. Pp. 


mando Lavergne, 
centroamericana de sociedades de 
ginecologia, Aptdo. 4425, Panama, 
Panama, 1958. 


Churchill, 


New York 


illustrations, 

7 E. Lawrence Ave., Springfield, IIL; 
Publications, 
| Oxford, England; 
| W., Toronto 2B, Canada, 1958. 


Scientific 


Die Praxis der Resist 
mungen zur antibiotischen Therapie. Von 
med. 
des Hygiene-Institutes der Medizinischen Akade- 
mie Erfurt, 
nat. Werner Koéhler. Cloth. 18.60 marks. Pp. 152, 
with 45 illustrations. 
Villengang 2, Jena, East Germany, 1958. 


fessor Dr. 


A Synopsis of Surgical Anatomy. By Alexander 
Lee McGregor, M.Ch., F.R.C.S. 
Sir Harold J. Stiles, 
tion. Cloth. $7. Pp. 808, with 766 illustrations by 
E. A. Thomas. 


Dr. 


Mount Royal 
John Wright & Sons, 
| Bristol 8, England, 1957. 


New Steroid Compounds with Progestational 
Activity. Ann. New York Acad. Sc., 
Editor in chief: Otto v. 
Franklin N. Furness. 


editor: 
Francis S. 


Rakoff. Paper. Pp. 479-806, with illustrations. 
York Academy 
York 21, 1958. 


Principles of Radiographic Exposure and Proc- 


essing. By 


$10.50. 


Ltd., 
Press, 


1958. 


Treatment of Malignant Blood Diseases by 
Radioactive Phosphorus. Part I: Clinical Aspects. 
By Ingmar Bergstrém and Erik Lindgren. 
Hematological Aspects. 
Acta radiol., 
Swedish kronor each. Pp. 107, with 23 illustra- 


98, 


tions; 


By M. M. 


BOARD CER- | 


expected starting salary | 


tion. 


Paper. Pp. 
ment of Health, Education, and Welfare, 
Health Service, Bureau of State Services, 
municable Disease Center, 50 Seventh St., 
Atlanta 23, Georgia, 1958. 


Klinische Enzymologie: Die Fermente in der 
Pathogenese, Diagnostik und Therapie. Von Dr. 
med. Rudolf Abderhalden. 
$11.40. Pp. 390, with 34 
‘Thieme Verlag, 
| West Germany; 
Corporation, 381 Fourth Ave., New York 16], 


1958. 


Studi e ricerche in epatologia. A cura di G. 
Dominici e G. Menghini. Atti della Conferenza in- 
ternazionale di epatologia tenutasi a cura dell’Isti- 
tuto di clinica medica dell’Universita di Perugia, 
18-19-20-giugno 1957. Paper. 4500 Lire. Pp. 384, 
ve | with 170 
editore, via Brenta 13, Rome, Italy, n. d. 


Memoria del segundo Congreso centroamericano 
de obstetricia y ginecologia: Organizado por la 
Sociedad panamefia de obstetricia y ginecologia, 
2, 3 y 4 de febrero de 1956, Panama, R. de P. 


The Kidney: An Outline of Normal and Ab- 
normal Structure and Function. By H. E. de War- 
dener, M.B.E., M.D., 
Medicine, St. Thomas’s Hospital, 
$10. Pp. 338, with 74 illustrations. Little, Brown 
& Company, 


Sq., London, W. 1, England, 1958. 


Hemophilic Arthropathies. By Henry H. Jordan, 
M.D., Orthopaedic Surgeon, 


Pp. 
C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, IL; 
24-25 Broad St., 
299 Queen St., 


Stockholm 2, Sweden, 1957. 
Amebiasis: 


Communicable 


J.A.M.A., Sept. 27, 1958 
(Books Received Continued) 


470, with illustrations. Dr. Julio Ar- 
Secretario General, Federacién 
obstetricia y 
Republic of 


Senior Lecturer in 
London. Cloth. 


F.R.C.P., 


34 Beacon St., 
Ltd., 104 Gloucester Place, 


Boston 6; J. & A. 
Portman 


Lenox Hill Hospital, 
Pp. 255, with 64 
Publisher, 301- 
Blackwell 
24-25 Broad St., 
299 Queen St., 


City. Cloth. $8.50. 
Charles C Thomas, 


Ltd., 
Ryerson Press, 


Pro- 
Hans-Jiirgen Otte, Direktor 


und 


habil. 


med, habil. Dr. rer. 


und Dozent Dr. 


VEB Gustav Fischer Verlag, 


With foreword by 
K.B.E., F.R.C.S. Eighth edi- 


Williams & Wilkins Company, 
and Guilford Aves., Baltimore 2; 
Ltd., 42-44, Triangle West, 


vol. 71, art. 5. 
Whitelock. Managing 
Associate editor: 
Abraham E. 
New 


New 


St. 


Stahl. Consulting editor: 


of Sciences, 2 E. 63rd St., 


Arthur W. Fuchs. Second edition. Cloth. 
284, with 159 illustrations. Charles 


Blackwell Scientific Publications, 
Oxford, England; Ryerson 
W., Toronto 2B, Canada, 


Part II: 
By Ingmar Bergstriém. 
150, parts I and II. Paper. 25 


supp. 


Acta radiologica, 


with 69 illustrations. 


Methods in Laboratory Diagnosis. 
Brooke, Sc.D., Chief, Microbiology Sec- 
Disease Center, Atlanta. 
67, with 10 illustrations. U. S. Depart- 
Public 
Com- 


N. E 


Cloth. 48 marks; 
illustrations. Georg 
Herdweg 63, (14a) Stuttgart, 
{Intercontinental Medical Book 


“Tl Pensiero scientifico” 


illustrations. 
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with 


POLARAMINE 


dextro-chlorpheniramine maleate 


REPETABS 


daylong or nightlong relief 


The allergic patient who starts the day with one 6 mg. ( 

PoLARAMINE REPETAB enjoys continuous symptomatic relief all day. : 
Nighttime — Another Repetas keeps the patient 

symptom-free to enjoy uninterrupted sleep. 


You and your allergic patients can depend on 
POLARAMINE REPETABS for unexcelled antihistaminic protection 
around the clock...at doses lower than most other antihistamines, ( 


ae) POLARAMINE REPETABS 6 mg., bottles of 100 and 1000. 
Tablets, 2 mg., bottles of 100 and 1000. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY Sclotiag ( 
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Mussels are always born “‘premature.’’ They die 
within a few days, unless a fish comes along to 
which they can attach themselves until fully viable. 


Prematurity is not normal in human infants. But 
when premature labor threatens, administration of 
Releasin can often halt labor and materially in- 
crease the infant’s chances for survival. 


Whenever labor begins between the 29th and 36th 
week of pregnancy and before dilatation of the 
cervix exceeds 3 cm., administration of Releasin 
may add precious additional days or weeks for in 
utero development. Releasin is also indicated to 
overcome cervical dystocia and facilitate delivery 
in cases of difficult or induced labor. 


Complete literature is available upon request. 


brand of relaxin 


AN ORIGINAL DEVELOPMENT OF WARNER-CHILCOTT RESEARCH 


WARNER-CHILCOTT 
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: 
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FOR THE CARDIAC CANDIDATE 


REDUCES 
ELEVATED 
SERUM 
CHOLESTEROL 
LEVELS IN 
A SUBSTANTIAL 
MAJORITY OF 
PATIENTS** 


PLEASANTLY 
ORANGE - FLAVORED 
EMULSION AVOIDS 

TASTE FATIGUE 


EMULSION 
bottles of 1 pint 
Dosage: 

1 tablespoonful t.i.d. 


* bottles of 100 and 250 
Dosage: 
2 to 4 capsules t.i.d. 
before meals 


1. Van Gasse, J. J., and 
Miller, R. F.: Current 
Concepts on the Etiology 
and Management of 
Atherosclerosis, Scientific 
Exhibit, A.M.A, Meet., 
June 3-5, 1957, New York. 
2. Farquhar, J. W., and 
Sokolow, M.: Circulation 
17:890, 1958. 

3. Kinsell, L. W., et al.: 
Lancet 1:334, 1958. 

4. Maimros, H., and 
Wigand, G.: Lancet 2:1, 1957. 
5. Van Itallie, T. B.: J. Am. 
Dietet. A. 34:248, 1958. 
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— 
i 
- Linoleic Acid (Essential Unsaturated Fatty Acid) and Pyridoxine HCI . 
: 
‘ 


FLURO-ETHYL 


(FLUORINATED HYDROCARBON) 


FLURO-ETHYL is a solution of 
Ethyl -Chloride and Dichlorotet- 
tafluoroethane which has been de- 
monstrated to be useful as a topical 
refrigerant for use in plastic surgi- 
cal skin planing and as an agent 
to produce local anesthesia for 
minor surgical procedures. It con- 
tains 75% dichlorotetrafluoroethane 
and 25% Ethyl-Chloride, and when 
applied topically to the skin, pro- 
duces rapid refrigeration and anes- 
thesia to the desired depths of 
the skin. 


CLINICAL USES: 


Plastic Surgical Skin Planing: In 
the refrigeration dermabrasion 
technique GEBAUER’S FLURO- 
ETHYL, is a refrigerant of choice 
Begause it eliminates the necessity 
‘pt a blower. The mixture is non- 
“flammable and it produces rapid 
anesthesia and refrigeration to the 
required depths of the skin. In 
addition, the mixture does not give 
the patient a feeling of suffocation 
if inhaled. The area to be refriger- 
ated can easily be controlled to the 
desired limits, £ 


4 


. cedures such as incision of fur- 


Although this preparation is speci- 
ally designed for plastic surgical 
skin planing, it can also be used as 
a local anesthetic for minor pro- 


nuncles, electrocautery to small 
cutaneous tags, flat warts, and nevi, 
or the alleviation of needle pain 
during hypodermic injection. 


HOW IT’S USED 


When using GEBAUER’S FLURO- 
ETHYL, holding same in an in- 
verted position, the solution is then 
delivered onto the skin in the form 
of a fine, mist-like spray, produc- 
ing a degree of anesthesia by refrig- 
eration adequate for skin planing 
without the use of an air blower. 
To obtain best results place con- 
tainer in cooler before using. 


MANUFACTURED BY 


THE GEBAUER CHEMICAL CO. 


CLEVELAND 4, 


OHIO 


(Continued from page 88) 


EXCELLENT OPPORTUNITY FOR YOUNG GENERAL 
practitioner desiring to locate in North Dakota; practice 
grossed $50,000 in 1957; office contains modern fixtures 
and equipment; reason for sale wish to take post-gradu- 
se ae will introduce. For details write; Box 6695 C, 

AMA. 


STAFF PHYSICIAN FOR 168 BED COUNTY TUBER- 
culosis hospital; Ohio license necessary; starting salary 
$600 per month, plus furnished home; retirement plan; 
sick leave. Apply to: H. H. Teitelbaum, MD, Medicai 
Director, Mahoning Tuberculosis Sanatorium, 4880 Kirk 
Road, Youngstown, Ohio. Cc 


PHYSICIANS WANTED—FOR CHICAGO AND SUR- 
rounding suburbs; many full and part time opportuni- 
ties available including association, 
specialties. Call or write: G 
; Bw Washington Street, Chicago, Illinois, Andover 


UROLOGIST—BOARD OR Ses: FOR CHIEF OF 
Section in active 450 M&S hospital; salary to 
$16,000 depending on yt citizenship re- 
quired; liberal vacation and retirement benefits; desir- 
able community; Contact: Manager, Veterans Adminis- 
tration Center, Shreveport, Louisiana. Cc 


PEDIATRICIAN—UNDER 40; ATTRACTIVE ASSOCIA- 
tion and eventual partnership, in mid west plains state 
university city. % AMA. 


Reply: Box 6689 C, 


GENERAL PRACTITIONERS — SMALL GROUP IN 
new combined clinic-hospital building in southwestern 
New Mexico desire one or two with 
interests in obstetrics or pediatrics; salary 
a ee earnings limited only by ability. Box 6604 


CERTIFIED INTERNIST—TO HEAD DEPARTMENT 
of internal medicine; prefer a man interested in psycho- 
somatic medicine, geriatrics and medical education; sal- 
ary $22,800. Write: W. C. Brinegar, MD, Superintend- 
ent, Mental Health Institute, Cherokee, Iowa. Cc 


WANTED—GENERAL SURGEON FOR 75 BED RAIL- 
road hospital in Waycross, Georgia; capable of doing 
= Rg ge general surgery; open September 1, 1958. Con- 

J. C. Bunten, MD, Chief Surgeon, Atlantic Coast 
Gas Railroad Company, Wilmington, North Carolina. C 


WANTED—YOUNG GENERAL PRACTITIONER AP- 
proved industrial hospital and clinic; also internist 
wanted; financial remuneration excellent; salary plus 
extras; please give pertinent information in first letter. 
Box 1296, Miami, Arizona. c 


PHYSICIAN INTERESTED IN INTERNAL MEDICINE 
wanted—Four man group expanding; excellent hospital 
and laboratory; individual practice with group facilities; 
office furnished. Write: The Albany Clinic, 
7th Street, Albany, Oregon. 


(Continued on page 96) 
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(Books Received Continued) 


Tuberkulose-Jahrbuch 1956. Deutsches Zentral- 
komitee zur Bekimpfung der Tuberkulose. He- 
rausgegeben von Prof. Dr. Rolf Griesbach. Cloth. 
39 marks, Pp. 316, with 71 illustrations. Springer- 
Verlag, Reichpietschufer 20, (1) Berlin W. 35 
( West-Berlin); Neuenheimer Landstrasse 24, 
Heidelberg; Géttingen, Germany, 1958. 


Hospital and Community: A History of the 
Royal Melbourne Hospital. By K. S. Inglis. Cloth. 
$5.50. Pp. 226, with illustrations. Cambridge Uni- 
versity Press, Bentley House, 200 Euston Rd., Lon- 
don, N. W. 1, England; 32 E. 57th St., New York 
22; Melbourne University Press, Carlton, N. 3, 
Victoria, Australia, 1958. 


Reticular Formation of the Brain: Henry Ford 
Hospital International Symposium. Editors: Her- 
bert H. Jasper and others. Cloth. $16. Pp. 766, 
with illustrations. Little, Brown & Company, 34 
Beacon St., Boston 6; J. & A. Churchill, Ltd., 104 
Gloucester Place, Portman Sq., London, W. 1, 
England, 1958. 


Human Dissection: Its Drama and Struggle. By 
A. M. Lassek, M.D., Ph.D. Cloth. $6.50. Pp. 310, 
with 16 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, IIl.; Black- 
well Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1958. 


The Histological Distribution of Proteinase and 
Peptidase Activity in Solid Tumor Transplants: A 
Histochemical Study on the Enzymic Characteris- 
tics of the Different Tumor Cell Types. By B. 
Sylvén and H. Malmgren. Acta radiol., supp. 154. 


Paper. 30 Swedish kronor. Pp. 124, with illustra- 
tions. Acta radiologica, Stockholm 2, Sweden, 
1957 


The Gang: A Study in Adolescent Behavior. By 
Herbert A. Bloch, Professor of Sociology and 
Anthropology, Brooklyn College, Brooklyn, and 
Arthur Niederhoffer, Lieutenant, Police Depart- 
ment, New York City. Cloth. $6. Pp. 231. Philo- 
sophical Library, Inc., 15 E. 40th St., New York 
16, 1958. 

Annual Review of Biochemistry. Volume 27. 


J. Murray Luck, editor. Frank W. Allen and 
Gordon Mackinney, associate editors. Cloth. $7 


(U. S. A.); $7.50 (elsewhere). Pp. 775, with il- 
lustrations. Annual Reviews, Inc., Grant Ave., 
Palo Alto, Calif.; Maruzen Company, Ltd., 6, 


Tori-Nichome Nihonbashi, Tokyo, Japan, 1958. 


Proceedings of Fifth Annual Clinical Paraplegia 
Conference, October 16-18, 1956, Veterans Ad- 
ministration Hospital, Hines, Illinois. Paper. Pp. 
151, with illustrations. Veterans Administration, 
Washington 25, D. C., 1958. 


The Physician and Group Practice. Edited by 
Edwin P. Jordan, M.D. Cloth. $6.75. Pp. 238. 
Year Book Publishers, Inc., 200 E. Illinois St., 
Chicago 11, 1958. 


Nationalizations—Ten Years Later. By Dr. Mel- 
chior Palyi. Paper. 50 cents; reduced price for lot 
quantities. Pp. 38. Heritage Foundation, Inc., 121 
W. Wacker Dr., Chicago 1, n. d. 


Lewis’ Practice of Surgery. Revised pages for 
volumes 1-12, and supplementary index. Various 
pagination. W. F. Prior Company, Inc., Hagers- 
town, Md., 1957. 


L’hémogénie idiopathique: Aspects actuels, di- 
agnostic, traitement. Par A. Fiehrer. Paper. 670 
francs. Pp. 66. Gaston Doin & Cie, 8 place de 
l’Odéon, Paris 6e, France, 1958. 


[The Research Methods in Psychology. Editor: 
Sadaji Takagi. In Japanese] Cloth. 950 yen. Pp. 
488, with illustrations. Iwanami Shoten, Publishers, 
Hitotsubashi Kanda, Tokyo, Japan. 1958. 


Memories and Reveries: A Physician’s Philo- 
sophical Review of Eight Decades. By Frederick E. 
Jackson, M.D. Cloth. $3. Pp. 153. Exposition 
Press, Inc., 386 Fourth Ave., New York 16, 1958. 


Anatomist at Large: An Autobiography and Se- 
lected Essays. By George W. Corner. Cloth. $4. 
Pp. 215. Basic Books, Inc., 59 Fourth Ave., New 
York 3, 1958. 


Cancer and the Atomic Age. By Clement A. 
| Tavares, M.D. Cloth. $3.50. Pp. 198. Vantage 
| Press, Inc., 120 W. 31st St., New York 1, 1958. 
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One “‘Compazine’ Spansule capsule h.s. 
provides prompt‘antiemetic action 
that lasts throughout the night and 
into the morning, thus protecting 
against “morning sickness.” 


And, patients on “Compazine’ are 
alert on awakening . . . able to carry 
on their normal activities without 


feeling “drugged”’ or drowsy. 


Compazine’ Spansule™ rome 


prochlorperazine, S.K.F. sustained release capsules, S.K.F, 


Also available: Tablets, Ampuls, Multiple dose vials, 
Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 


aa 


Streptokinase-Streptodornase Lederle 


Controls Inflammation and Swelling... Relieves Pain... 
Promotes Healing Through Enhancement of 
Fibrinolysis at the Site of Trauma or Infection. 


References: 1. Innerfield, |.; Shub, H., and Boyd, L. J.: New England J. Med. 258:1069 (May 24) 1958. 2. Miller, J. M.; Godfrey, G. C.; Ginsberg, M. J., and Papastrat Jet 
J.A.M.A. 166:478 (Feb. 1) 1958. 3. Davidson, E.; Prigot, A., and Maynard, A. de L.: Harlem Hosp. Bull. 11:1 (June) 1958, *Reg. U. S. Pat. 
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uy 


and abrasions... 
reduces discomfort 
and improves 


=| Helps promote drainage... - Contusions,. Helps reduce sweiling ig 


TO ACCELERATE THE 


Established Efficacy and Safety: For five years 
VARIDASE, in parenteral form, has been used with 
success in many thousands of cases. Its ability to 
control inflammation, swelling and associated pain, 
aid penetration of antibiotics, and hasten healing 
has been demonstrated in such conditions as severe 
trauma, infected ulcerations, and following exten- 
sive surgery. 


Now, Parenteral Effectiveness ... Simple Buccal 
Route: New VaridaASe Buccal Tablets give your 
patients the benefits of systemic VARIDASE therapy 
without the inconvenience of repeated injections. 
Absorbed through the buccal! mucosa in fully effec- 
tive amounts, VARIDASE Buccal Tablets may be 
used as practical adjunctive therapy in your practice 
within these broad classifications: 


*Reg. U. S. Pat. Off. 


inflammation... 
intreases antibiotic 
penetration." 


LEDERLE LABORATORIES, a Division 


JOVERY PROCESS 


Inflammation and edema associated with: trauma 
and infection . cellulitis « abscess « hematoma 
thrombophlebitis sinusitis uveitis - chronic 
bronchitis leg ulcer chronic bronchiectasis. 
Each VARIDASE Buccal Tablet contains 10,000 Units Streptokinase 
and 2,500 Units Streptodornase. 
Administration: Varioase Buccal Tablets should be 
retained in the buccal pouch until dissolved. For 
maximum absorption patient should delay swallow- 
ing saliva. 
Dosage: One tablet four times daily for a minimum 
of three days. When infection is present, VARIDASE 
Buccal Tablets should be given in conjunction with 
an antibiotic such as ACHROMYCIN* V Tetracycline 
and Citric Acid. 


Available in bottles of 24. 


of AMERICAN CYANAMID COMPANY, Pear! River, New York 


Relieves thrombotic 
process, controls 


swelling ... gives 


dramatic swelling and 
 pain...hastens healing.’ 2 


relief of pain.’ ? 


FOR NEXT YEAR'S 
SCHEDULING 
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DAILY LOG 
for 

PHYSICIANS 


A practical and easy-to-use financial record system 
designed specifically for your profession — pre- 
ferred by thousands of physicians since 1927. Reg- 
ular Edition, one 36 line page a day, one volume, 
dated for calendar year 75. Double Log 
Edition, two facing pages of 36 lines for each day, 
two volumes, dated for calendar year — per set — 
$13.50. Satisfaction guaranteed. 


THE COLWELL COMPANY 


236 University Ave., Champaign, Ill. 


Invest In The Future 
BUY U.S. 
SAVINGS BONDS 


are there pamphlets 
on particular subjects 
you would like your 
patients to read 


write for the 
free catalog 


AMA PUBLICATIONS ABOUT 
YOUR HEALTH 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearborn St., Chicago 10, Ill. 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 


"I’m going to lunch, Doctor... 


Don’t worry about this autoclave... 
A SpeedClave runs itself!”’ 


Words of wisdom .. . straight 
from the nurse to you. In a nutshell, 
it’s her story of the New Speed- 
Clave. So simple . . . it almost runs 
itself! 

With a new SpeedClave she just 
“Sets It and Forgets It.”” There are 
no valves to turn, no waiting, noth- 


ing to time, nothing to shut off— 
everything’s automatic! She can 
load it, set one dial, and go out 
to lunch. 

If you don’t have a SpeedClave in 
your office, call your Castle dealer 
for a demonstration or write for 
further information. 


Name 


LIGHTS AND STERILIZERS 
Wilmot Castle Co. E. Henrietta Rd. 


Send me descriptive bulletin DS-246 which tells 
all about the SpeedClave. 


Rochester, N.Y. 


Address 


J.A.M.A., Sept. 27, 1958 
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physicians placements and hospitals and medical proper - 
ties for sale. 405 E. Green Street, Pasadena, California, 
S. Broadway Street, Los Angeles 14, 
ornia. 


PHYSICIAN TO ASSUME GENERAL AND SURGICAL 
practice grossing over $30,000; rural Wisconsin location; 
open staff hospital in town; home available; amicable 
financial arrangements; leaving to specialize. Box 6684 


% AM: 


PHYSICIAN WANTED—OPPORTUNITY FOR GEN 
eral practitioner; a prosperous Finger Lakes commu 
nity, New York State; a community project; home 
office combination; reasonable terms. Write: Wilson 
Robin, King Ferry, New York. c 


WANTED—BOARD ELIGIBLE OR CERTIFIED IN 
ternist for the new suburban division of a well estab- 
lished clinic in a large southern city; sala with 
potential partnership after three years. Box 6355 C, 
% AMA 


CLINICAL NEUROLOGIST FINISHING FORMAL 
training soon; interest in the practiee of gene 
alone, in a group, or in association with a teaching 
center; experience in child and adult EEG ex: 6662 €, 


@ AMA. 


OBSTETRICIAN-GYNECOLOGIST; CERTIFIED OR 
eligible; six man group with one other obstetrician 
gynecologist : south Texas college city of 25,000 near 
Gulf; generous salary with early full partnership. Box 
6677 C, MA 


OTOLARYNGOLOGIST WANTED STARTING SAL 
ary $21,000; opportunity for swift salary advancement 

with early partnership; located in city with er agg 7 

hospital and recreational facilities tox 6682 


WANTED—PHYSICIAN; MALE OR FEMALE: SMALL 
town in the Ozark foothills ; income agriculture and 
factories: eight room equipp Office available easy 
terms; 20 minutes from accredited hospital. Dr. Kirksey, 
Mulberry, Arkansas. c 


INTERNIST FOR HOSPITAL PRACTICE--TO JOIN 
two internists in hospital with approved medical resi 
dency program; small town; upper south; salary first 
year; full partnership second year; should be Board 
Certified. Address: Box 6720 C, % MA 


ACTIVE GROWING PRACTICE IN CHICAGO SUB 

urbs; requires competent MD to associate with general 

practitioner; please include age, marital; military status, 

— and place of internship in reply. Box 6712 ©, 
AMA 


G 


GENERAL PRACTITIONER WANTED — MARRIED: 
; salary Ist year 
$1,200; salary with parccenene 2nd year; partnership 
offered end of 2nd year; have moved into new building 
and need some help. Box 6710 C, % AMA. 


PATHOLOGIST FOR 227 BED GENERAL HOSPITAL 
in western Massachusetts with brand new plant; Board 
or Board Eligible to assume direction of pathology de 
partment. Write: R. J. Maher, MD, Providence peeeoer 
Holyoke, Massachusetts 


GENERAL PRACTITIONER WANTED — NEW AIR 
conditioned building; salary with percentage first two 
years, then partnership; two hours from Chicago; _ 

‘0,000; four weeks vacation. Box 6699 C, 


ANESTHESIOLOGIST TO DIRECT DE 
partment; new 200 bed hospital opening early spring; 
must be Board qualified or Board eligible: excellent 
opportunity ; ae coastal city; 85,000 population 
Write: Box 6703 C, A. 


ALLERGIST—PREFERABLY TRAINED OR DERMA 
tologist, internist or pediatrician with interest in allergy; 
excellent salary; partnership later; midwest; university 
city of 275,000. Box 6711 C, % AMA. 


WANTED—PATHOLOGIST—FULL CHARGE OF LAB 
oratory; new 200 bed hospital to open carly spring, re- 
excellent opportunity. Write: Box 

MA 


poctor NEEDED—POTENTIAL 8.009; 
hospital, laboratory in nearby Oswego; Syracu 36 

iles; | boating, hunting, 
camping region upstate New York. Box 6727 C. MA. 


WANTED—SURGEON; MODERN ACCREDITED 111 
bed general hospital: 3 diplomates on staff; furnished 
three bedroom apartment available. Manager, Veterans 
Administration Hospital, Miles City, Montana Cc 


MEDICAL GROUP IN DOWNEY, CALIFORNIA, WISH- 
es to ape, two ung general practitioners; $1. 

r mont ruff, Topaz 9-1041, 10720 S$. 

aramount Downey, California. c 


HOUSE PHYSICIAN—80 BED GENERAL HOSPITAL; 
60 miles north of New York City; immediate opening; 
$350 per month plus maintenance. Apply: Administra 
tor, The Cornwall Hospital, Cornwall, New York c 


— MEDICAL; WASHINGTON, 
D. no surgery required; must be eligible for Wash- 
starting salary $12,000. Write: Box 


WANTED 


license ; 
6667 C, % AMA. 


WANTED—OPHTHALMOLOGIST OR OTOLARYNGOL 
ogist; in Texas clinic; Board certification not necessary ; 
increasing percentage with $12,000 guarantee Ist year. 
Box 3060 C, % AMA 


WANTED—COUNTY PHYSICIAN; 2,000 POPULATION 
and 6 bed medical clinic in central Oregon town; build- 
ing to be constructed for doctor. Write: Wheeler Coun- 

| ty Memorial Clinic Building, Fossil, Oregon. Cc 


WANTED—ORTHOPAEDIC SURGEON; BOARD CER- 
tified or eligible to join staff of o rthopaedic clinic in 
southeast. Write: Box 6655 C, % ‘AMA 


WANTED—WELL TRAINED YOUNG SURGEON TO 
join 10 man midwestern group in July, 1959; thoracic 
experience desirable. Write: Box 6467 C, % AMA. 


WANTED—FULL TIME PHYSICIAN FOR RAILWAY; 
must be eligible for license 7 Varun, West Virginia, 
and Ohio. Box 6549 C, % AMA 


WANTED—INTERNIST FOR SMALL GROUP IN THE 
southwest; salary negotiable; please give pertinent in- 
formation in reply. Box 6709 C, % A b 


(Continued on page 98) 
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CHRONIC 
PROSTATITIS 


“probably 


the most common 
chronic infection 
in men overt 


50 years of age.” 


FURA 


brand of nitrofurantoin 


“In acute prostatitis, ‘antibacterial medication, . . . . . . FURADANTIN (Eaton) 
100 mg. 4 times daily is indicated..." 


In chronic prostatitis, ‘‘antibacterial therapy may begin on the first visit with 
FURADANTIN 100 mg. 4 times daily. . .""* 


Available as Tablets, Oral Suspension and Intravenous Solution. 


References: 1. Alyea, E. P.: infecti and infi tions of the Male Genital Tract, in Campbell, M.: 
Urology, Philadelphia, W. B. Saunders Co., 1954, vol. 1, p. 643. 2. Barnes, R. W.: Prostatitis, in Conn, F.: 
Current Therapy 1957, Philadelphia, W. B. Saunders Co., 1957, p. 353. 3. Goodwin, W. E., and Turner, R. D.: 
Prostatitis, in Conn, F.: Current Therapy 1958, Philadelphia, W. B. Saunders Co., 1958, p. 399. 


NITROFURANS~—a new class of antimicrobials—neither antibiotics nor sulfonamides a, a 


° 
EATON LABORATORIES, NORWICH, NEW YORK 


a 
3 
< 
— 
¥ 
| 3 
® 
= 


Antiintlammatory 


pH 5.0 . 


Antipruritic 
Antiallergic 


Bactericidal 


Fungicidal 


al 


TAR- 


i 


: matory reaction was accompanied by increased sca 
_ cation with secondary infection such as is seen in. 
dermatitis, contact dermatitis, 


109 WEST 64 ST. 
Canada: 2765 Botes 


10 INFORMATIVE 
PULMONARY 
FUNCTION 


REPRINTS 
FOR THE ASKING 


We offer you your choice or all of the 

following valuable reprints :— 

A Pulmonary Function soadies in Surgery by 
John C. Curry and Frank S. Ashburn 

B Clinical Pulmonary Fiycieleny (Detection 
of early lung function changes in indus- 
trial exposure) by Hurley L. Motley 

C Total Lung Volume and M.B.C. in Pul- 
monary Emphysema after Repeated Periods 
of IPPB by Hurley L. Motley 
Analysis of the Ventilatory Defect b 
Timed Capacity Measurements by Edwar 
A. Gaensler 
Pulmonary Function Measurements by 
Hurley L. Motley 
Puimonary Function Testing by George R. 
Meneely 
= siology of Respiration with Reference 

0 Pulmonary Disease by Hurley L. Motley 

r Simple Method for the Determination 
of Vital Ca — Time Relationships by 
Maurice S. J. Aaron Herschfus and 
Mauricio J. Dul ano 
The Use of Pulmonary Function Tests for 
Disability Appraisal: Including Evaluation 
Standards in Chronic Pulmonary Disease 
by Hurley L. Motley 

J The Ventilograph: an improved Recording 
Ventilometer and _ its Applications by 
Philip Reichert and Herman Roth 


ORDER BY NUMBER 


State quantity—No charge 


WARREN E. COLLINS, INC. 
555 Huntington Ave., Boston 15, Mass. 


Invest In The Future 
BUY U.S. 
SAVINGS BONDS 


21” long .. 
WHITE CRINKLE CLOTH 
COUPON will sove you time in ordering 
COLOR BUST | QUANTITY 4 
of TIES measure WANTED 
BLUE 41" 
WHITE 48" 
3:LARGE] PINK 
All 3 sizes 21” long; open back with two 
ies; slit underarm from 3” below armhole * 
‘COLOR of TIES 12 for 
Tells you the SIZE” only ’ 
TECKLA GARMENT COMPANY, 
P. 0. Box 863, WORCESTER 1, MASS. 
Gentlemen: Please send the quantities of 
TECKLA EXAMINATION BLOUSES indicated 
above. Send C. 0. D. or Postpaid... 


Name 


TECKLAS “on duty” in 48 STATES 


J.A.M.A., Sept. 27, 1958 
(Continued from page 96) 
INTERNS AND RESIDENTS WANTED 


The x signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. . A. Consult Council’s approved list 
for types of internships and residencies approved. 


THREE YEAR APPROVED PSYCHIATRIC RESI- 
dencies; university teaching hospitals; now considering 
applications for limited number of positions remaining 
for July, 1959; integrated training program, supervised 
psychot' erapy lectures, research opportuni- 
tie h social science ap- 

proaches, ‘for advanced experience in child 

psychiatry, psychoanalysis; stipends: $3 

$4,650, $5,825, $6,000. Contact: Dr. Ge 

Psychiatric ‘Training and Research Center, North Caro: 

lina Memorial Hospital, Chapel Hill, North Carolina. D 


PSYCHIATRIC RESIDENCY VACANCIES Ar 
proved three year residency in conjunction with North 
western University Medical School; extensive training 
program in clinical psychology, vocational counseling, 
social service, and related fields; salary ranges from 
$3,250 to $4,165; and for career residents $6,505 to 
$9,890; hourly commuting distance Chicago. Write: 

Manager, Veterans Administration Hospital, Downey. 

North Chicago, Llinois 


ANESTHESIOLOGY RESIDENCY -APPROVED TWO 
year program in 450 bed general hospital; broad clinica! 
experience available: stipend $260 to $310; applicants 
must be eligible for California licensure. Apply: Milton 
J. Chatton, MD, Medical Superintendent, Santa Clara 
County Hospital*+, San Jose-Los Gatos Road, San 
Jose, California, D 


PSYCHIATRIC RESIDENCIES BOWMAN GRAY 
School of Medicine+; acute psychiatric disorders, so 
matic therapies, psychotherapy; out patient clinics, 
neurologic affiliations, research: salary $3,500 to $5,000 
plus maintenance. Contact: Joseph J. Cutri, MD, Clini 
cal Director, Graylyn Hospital, Winston-Salem, North 
Carolina. D 


ANESTHESIOLOGIST CERTIFIED OR ELIGIBLE; 
New York State license; 400 bed hospital; approved 
residencies in anesthesia and other major specialties; 
medical school affiliation; located in city of 400,000; ex 
cellent educational and cultural facilities; fee for serv 
ice; send particulars first letter. Box 6768 D, % AMA 


GENERAL PRACTICE ROTATING RESIDENT; AVAIL 
able January 1, 1959; in 244 acute bed county general 
hospital accredited by JCAH; $500 per month plus at- 
tractive five room furnished inom: must be citizen of 
United States of America Apply: Medical Director. 
Merced County General Hospital, Aen i, California. D 


RESIDENCY IN GASTROENTEROLOGY IN 700 BED 
municipal teaching hospital, Board approved for sub- 
specialty training; clinical experience includes x-ray 
interpretation, endoscopy, and liver biopsy. Write: Dr 
Bernard Rosenak, Gastrointestinal Clinic, Indianapolis 
General Hospital*+, Indianapolis 7, Indiana Db 


PEDIATRIC RESIDENCY FIRST AND SECOND 
year appointments available in approved two year resi 
dency; 400 bed general hospital; large clinic; compre 
hensive teaching program; $300 monthly first vear 
Apply: Medical Director. Fresno County General Hos- 
pital, Fresno, California Db 


KANSAS — RESIDENCIES IN PSYCHIATRY; UNI- 
versity of Kansas Medical Center; newly reorganized 
program with full three year approval: 
sixty-two in patient beds with day hospital facilities 
for additional twenty patients are part of progressive 
University Medical Center; broad experience in dynamic 
psychiatry with emphasis on development of psycho- 
therapeutic skills under optimal supervision; active di- 
vision of child psychiatry; physiological and pharma- 
cologic therapies; social, community and preventive 
psychiatry; p neurology and 
psychoanalysis; consultation service emphasizes com- 
prehensive approach to patient and his therapy; resi- 
dents participate in teaching and research activities of 
department; stipends range from $2,200 to $6,000; -- 
now being considered. write to 

onald C. Greaves, MD, Professor of 
| ood University Medical Center, Kansas 
ansas. 


APPROVED RESIDENCIES AVAILABLE—1,005 BED 
GM&S Veterans Hospital affiliated with 
Albany Medical College: opportunities for clinical, in- 
vestigative and student ‘teaching activities; U. S. or 
Canadian citizenship required; applications ie in 
general surgery, pathology logy, psychia . physi- 
cal medicine, neurology; sé y $2,995 545: tem- 
porary license in New York state a eptable for first 
year but permanent license in any state required before 
entering cond year for U. S. citizens; also career resi 
dencies ry, neurology, and physical 

.890; age limit 47 years 
and permanent Ay in state required; bachelor 
quarters and subsistence available at reasonable rate. 
Address inquiries to: Director, Professional Services, 
Veterans Administration Hospital, Albany, New York. D 


APPROVED RESIDENCIES — INTERNAL MEDICINE 
available quarterly, Veterans Administration Center, 
Dayton, Ohio; 3-4 year program; citizenship required 
or else graduate of approved Canadian or USA medical 
school; affiliated and supervised 4 a State Univer- 
sity Medical School; salary $3,25¢ 945 per year; 
approved for benefits under Public outstand- 
ing record with Specialty Board significantly higher 
than National averages. Apply: Dr. 8. Simerman, Chief, 
Medical Service, Veterans Administration Center, 
Dayton, Ohio. D 


NE year residency position in 
urology to June 30, 1959 
immediately available at the Mount 
Sinai Hospital, New York City. 
Contact Dr. Max Fuchs 
Assistant Director 


pays postage on CASH orders~---4 
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“transient; and no toxic effects have b  seporved, 
"use im the United States further confirms che 


‘St tors 1) dil 7 nt f of grand 
aa a ur years of successful cli 


Camp fabric lumbosacral supports play an im- 
portant part in the conservative treatment of 
orthopedic conditions. They steady and limit 
the motions of the joints, ligaments and muscles 
in injuries and diseased conditions of the low 
back. Available without or with steel upright 
reinforcements or with the Camp spinal brace 
as needed. 


Camp’s Lumbosacral Supports are scientifically 


designed to give a secure fit to the pelvic girdle, 
the upper lumbar and the low dorsal spine, in- 
cluding the entire abdomen in front, thus giving 
maximum lumbar spine support with greatest 
patient comfort. 

Camp trained fitters will give your patients im- 


mediate service according to your specific pre- 
scription. 


S. H. CAMP and COMPANY 


Jackson, Michigan 


release 


capsules 


yA 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration of meprobamate in 
sustained action form [Meprospan] produced 


1.Meprobamate is more widely prescribed than any 


a more uniform and sustained action... 
2. aird, ° comperison o eprospan 
these capsules offer effectiveness at 
ranquilizing and relaxin, ents in children. > 
for pubieston, 1988, reduced dosage.” 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


Literature and samples on request * WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown® 


1137, Sept. 1964. 202. Pennington, 4. 
n. Ne Read, Ses 67:746, ™ 235. Schiesingsr, 
may he ani i 
st 
eb. 1957. » I. F., Kron, K. end Peak, Men 
re ani cther muscle re} ir muse due te bic 
‘ 
h 
meprobamate. in }. Die, Nerv, System i7:52, Few, ivh6. 251, 
stion of meprobamat An. A. 
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A NEW SERIES IN 


Titles in the new series 


® PARENTS’ PRIVILEGE 


for parents of young children 
of pre-school and early 
school age 


® A STORY ABOUT YOU 
for children in grades 4, 5, and 6 


® FINDING YOURSELF 


for boys and girls of 
approximately junior high 
school age 


® LEARNING ABOUT LOVE 


for young people 
of both sexes (about 16 to 
20 years of age) 


FACTS AREN'T ENOUGH 


for adults who have any 
responsibility for children 
or youth that may create 

a need for an understanding 
of sex education 


prepared by 
Marion O. Lerrigo, Ph.D. 
. Helen Southard, M.A. 


medical consultant 
Milton J. E. Senn, M.D. 


Prepared for the Joint Committee on Health Prob- 
lems in Education of the National Education Asso- 
ciation and the American Medical Association 


distributed by 


ORDER DEPARTMENT 


AMERICAN MEDICAL ASSOCIATION 
535 N. DEARBORN ST. 
CHICAGO 10, ILL. 


SEX EDUCATION 


Prices ‘of quantity orders of any Prices of quantity orders of SETS 


SINGLE title 

ORDER BLANK 
Enclosed is $-__.-_(no stamps) for the following pamphlet(s): 


Title Quantity 
1. PARENTS’ PRIVILEGE 


2. A STORY ABOUT YOU . 


3. FINDING YOURSELF 


4. LEARNING ABOUT LOVE 


5. FACTS AREN'T ENOUGH 


Complete set of five 


Please send pamphlet(s) to: 
(Please Print) 


Name. 


Street. 


City. 


Zone State. 


— 
= 


Rapid 
rehabilitation 


Sie 


are the two elements most responsible 
for disability in rheumatic-arthritic dis 
orders and MEPROLONE treats both 


MEPROLONE suppresses the inflamma 
tory process and simultaneously relieves 
aching and stiffness caused by muscle 
spasm, to provide greater therapeutic 
benefits and a shorter rehabilitation 
period than a single antirheumatic 
antiarthritic agent 


MEPROLONE-2 is indicated in cases of 
severe involvement, yet often leads to 
a reduction of steroid dosage because 
of its muscle-relaxant action. When in 
volvement is only moderately severe or 
mild MEPROLONE-1 may be indicated 


MEPROLONE is a trade-mark of Merck & Co, Inc \ 9) MERCK SHARP & DOHME 


MULTIPLE COMPRESSED TABLETS 


THE FIRST WN BAMATE-PREDNISO THERAPY 


in 
| 
> 


Because muscles move joints, both muscle spasm and joint inflamma- 
tion must be considered in treating the rheumatic-arthritic patient 


Rapid 
rehabilitation 


in 


MEPROLONE is the first antirheumatic-antiarthritic designed 
to exert a simultaneous action to relax muscles in spasm 
and suppress joint inflammation 


Multiple 
Compressed 
Tablets 


THE FIRST Mi BAMATE-PREONISO THERAPY 


SUPPLIED: Multiple Compressed Tablets in three formulas: MEPROLONE-2— 
2.0 mg. prednisolone, 200 mg. meprobamate and 200 mg. dried aluminum 
hydroxide gel (bottles of 100). MEPROLONE-1 supplies 1.0 mg. prednisolone 
in the same formula as MEPROLONE-2 (bottles of 100). MEPROLONE-5 

5.0 mg. prednisolone, 400 mg. meprobamate and 200 mg. dried aluminum 
hydroxide gel (bottles of 30). 


Therefore, MEPROLONE does more than a single agent to help 
the physician shorten the time between disability and employability 


MERCK SHARP & DOHME 


S Division of Merck & Co INC Philadelphia 1, Pa 


4 
vig. 
4 
¥ 
= 
+ 
} 
\ 
a 
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medically 
efficient... 


cosmetically 


acceptable 
to the patient 


ANTIBIOTIC LOTION 


For treatment of topical bacterial infections 


Comprehensive Bactericidal Action 
Water-miscible, Uncolored, Unscented 
Unlikely to Sensitize f 
Dries Rapidly ve. contains: 
Excellent for *Kerosporin™ brand 
areas of the skin 


~ Neomycin Sulfate 


Plastic Squeeze 
£20 
Another fine product Bottles of 20 cc. 


| nd BURROUGHS WELLCOME & U.S.A) INC., Tuckahoe, New York 
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J.A.M.A., Sept. 27, 1958 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHI- 
pt approved three year program; balanced clinical 
an tie training psychotherapy and - 
matic therapies, outpationt and child psychiatr 
Veterans Administraton, State and Menninger Es 
tats*; affiliated with Topeka Institute for Psychoanal 
sis; five year appointments combining residency and st: 


experience for Board Eligibility available at staff sala- 
L L ries. Write: Registrar, Menninger School of Psychia 
Topeka, Kansas. 


VETERANS ADMINISTRATION HOSPITAL, ANN AR- 
»or, Michigan, a general medical and surgical hospital; 


n 
positions available; psychiatric residencies: affiliated 
with the University of Michigan offering a fully ac- 
credited three yea well balanced didactic and seminar 
program; opportunity foi experience in an approved 
new children’s residential psychiatric treatment center; 
must be an American citizen. Write: Paul M. Ireland, 


MD, Manager, Veterans Administration Hospital, Ann 
D 


Arbor, Michigan. 

RESIDENCY - INTERNAL MEDICINE; 1,300 BED 
general hospital+; 3 3 ; thing unit; Baylor Uni- 
versity College Medicine; le, private, out patient 
medicine; includes all subspec ialties under supervision 


of Board Certified specialists; stipends $3,250 to $4,165: 
radioisotopes, pulmonary function; research, ete. ; must 
be U. S. citizens or graduates of United States or 
Canadian medical schools. H. D. Bennett, MD, Veterans 
Administration Hospital, Houston, Texas. D 


APPROVED PSYCHIATRIC RESIDENCY — 500 BED 
hospital in Chicago Medical Center; Deans’ Committee 
supervised didsctic-clinical program on 95 bed psy 
chiatry and neurology service; affiliated with University 
of Illinois, Loyola University, Chicago Medical School; 
Institute Juvenile Research, County Psychopathic Hos- 
pital and large outpatient clinic. Write: Manager, Vet- 


erans Administration West Side Hospital, 820 S. Damen, 

Chicago 12, Ilinois. Dd 
PSYCHIATRIC RESIDENCIES —* +EDWARD J. MEY- 

er Memoria! Hospital, University of Buffalo, School of 

rma Medicine; offers three year approved training on the 

psychiatric service of a large general hospital; active 


teaching program with excellent clinical opportunities 


for training, supe rvision, teaching and research; sti- 
x nds Ist yeas $5,875, second year $4,575, third year $5,- 
) 


75. Write r. S. Mouchly Small, Professor of Psychi- 
atry, 462 Grider Street, Buffalo 15, New York 


APPROVED 3 YEAR RADIOLOGY RESIDENCY; 500 


bed general hospital and large out patient service in 


medical center; affiliations University Llinois, supple 
menta! therapy; Children’s Memorial, pediatric radi 

S$ ology: supervised by Dean Stritch and Chi- 

cago Medical Colleges. : Manager, Veterans 


Administration Hospital}, Damen, Chicago, 
I}inois D 


OPHTHALMOLOGY RESIDENCIES 

University Medical Center, Washington, D. 

proved 3 program includes basic ith 
year gr ate degree program available; affliated serv- 
ices Veterans Ad istration and D. C. Genera! Hos- 
pital. Apply: Program Director, Ophthalmology, George- 
town University Medical Center, 3800 Reservoir Road, 
N. W., Washington, D. C D 


4 J PATHOLOGY RESIDENT—FOR THIRD AND FOURTH 
year training toward Board credit with appointment as 
assistant Dathologist medical examiner with a beginning 


. . . salary of $9,380 per year; U. S. citizenship and New 
~Piperazine Citrate, 100 me. per cc. York state license required. Victoria A. Bradess, MD, 
Pathologist-Medical Examiner, Westchester County De 

rtment of Laboratories and Research,*+ Grasslands 
fospital, Valhalla, New York D 


‘AN T EPAR’ TABLETS WANTED RESIDENTS IN INTERNAL MEDICINE: 
first and second year; ew approved second year; 
442 adult bed general hospital; four charity clinics 
— which includes a medical and ecardiae clinic; stipend 
Piperazine Citrate, 250 or 500 mg. scored $225 per month; applicants must be graduates of ap- 
roved medical schools. Write to; Administrator, Saint 
Hospitalt+, 601 East 19th Avenue, Denver 3, 
D 


é Colorado 
AN H EF AR AFERS SEATTLE, WASHINGTON, PINEL FOUNDATION HOS- 
pital+; positions available for 2 well qualified 3rd or 
° . 4th year psychiatric residents in 1959; principal train- 
Piperazine Phosphate, 500 mg. ing is in phychological treatment of inpatients, with 
additional traiming according to individual needs and 
interests. Address inquiries to: R. Hugh Dickinson, MD, 
Medical Director, 2518 Ballinger Way, Seattle 8 


Literature available on request Washington 


APPROVED RESIDENCIES IN PSYCHI- 
1959 ; bed 


pleted one year approved internships will be _consid- 


BURROUGHS WELLCOME & CO. (U. S.A.) INC., Tuckahoe, New York Apply: Superintendent 


Paramus, New Jerse 


TWO YEAR APPROVED PEDIATRIC RESIDENCY; 
northern California; organized teaching program with 
eight full time Board Pediatricians; appointments avail- 
able immediately and throughout year; California 
licensure eligibility required; salary $315 to $390. Con 


A P tact: Alexander King, MD, Chief, Pediatrics Depart- 
(Continued from page 98) YORK CITY RESIDENTS: PSYCHIATING | Fondation” 
RESIDENCIES IN PSYCHIATRY—UNIVERSITY OF prograin ; para- fully California. D 
klahoma Medica n r proved trainin: srative; located in the Greenwich village section of New > 
broad with York City; physical plant modern, up-to-date, recently Ww ANTED 
psychotherapy of in-patients and out- patients; constructed; this general hospital’ consists of ‘830 beds 4 u 
hysiological and pharmacological therapies; neurol covering all specialties, and including a current capac a ~ $ inic; 
hild psychiatry; secial and preventive psychiatry; ity of 82 beds in a psychiatric pavillion; affiliated with app uates 
havieral sciences; psychoanalysis; psychosomatic medi- New York University-Bellevue Medical Center; resi- Seles Lake’ +. 601 East 19th 
cine; residents participate in research and teaching; dencies available on Ist, 2nd, and 3rd year levels; for Colorado. D 
optimal supervision, excellent case material; complete the New. York, 15 
stipends first yea second year cent’s Iospital of the City of New York, 15: t 
third year $8,000; applications now being gon: |  Strect, New York. Il. Applications "now being ac. | WESUDENCY IX AVAILAILE 
Siar for residencies hesinning July, 1959. For details cepted for training year beginning July 1, 1959. D mental hospital; salary $5,500 to $6,700 depending on 


NCTE previous experience; maintenance for single person or 
EXCELLENT APPROVED RESIDENCIES AVAILABLE married couple available at $40 per month. Send full 


write: Louis Jolyon West, MD, Professor of Popenteny: 


versity Sth ou in general practice, medicine, pathology, pediatrics 
acute bed new modern county hospital+; 60 bassinets, metrest, Drattienoro, Vermont. 
VACANCIES ARE AVAILABLE FOR FIVE FIRST excellent diagnostic and therapeutic facilities; salaries > a 

year, five second year, and five third year residencies in $325 to $425 per month plus $50 to $75 per month over- —— au ayy hy i> een - aediest 
psychiatry, beginning July 1, 1959, at the Philadelphia time for emergency assignment; ample rentals available Contic: banteniing Suny 1, 1959; university teaching af- 

Psychiatrie Hospital, Ford Road and Monument Avenue, in immediate vicinity; final citizenship and/or Cali- $2 700 to $3.! 306 citi 

Philadelphia 31, Pennsylvania, approved by AMA, AHA, fornia licensure required; full accreditation and active “writ of Medicine 

ACS, for three years’ training in psychiatry, both clini- staff participation; located in community of 145,000 Monten vital Vifth 12, 

cal and didactic, as preparation for Boards; this is a population. Administrator, Kern County Genera! Hos- ane ~ a 38D! 4 e, ‘ Ld D 

150 bed hospital. includes an out patient service, treats pital, Bakersfield, California. D aylvenia, 

lytically oriented: exchange residency with general hos- | ROTATING INTERNSHIPS; AMA APPROVED; | AVAILABLE JANUARY IST; GENERAL brace 

pital fer neurology and child psychiatry available ; resi- starting July 1, 1959; 400 beds; resident-intern teaching Len t: $315 r Afar Write; Assistant Superintendent 

dents’ work is under constant supervision and cases are programs; ample clinical material; monthly tiome one Pecans Hospital, Tacoma 8 Washington Db 

controlled. For further details write for brochure and plus full maintenance; near Washington, D. C. Apply: , 

application, Address communication to Samuel Cohen, Prince George’s General Hospital*+, Cheverly, ) ary- - 10 

MD, Medieal Director. D land. Foreign interns accepted. D (Continued on page 110) 
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AMERICAN MEDICAL 


DIRECTORY 


— 

—~ Brings you over 100,000 changes of address since the 1956 (19th) Edition, with 
- data on an additional 19,000 new physicians. Also thousands of other changes 
in specialties and certifications by the Examining Boards for Medical Specialties. 


HERE YOU WILL FIND 
COMPLETE AND 


STATISTICS AND 
INFORMATION 
ABOUT ALL THE 
PHYSICIANS 

IN THE 

UNITED STATES 
AND CANADA 


PRICE 


| U.S.A. ond POSS... . $35.00 
OUTSIDE U.S.A.&POSS. $38.00 


| COUPON 


@ AMERICAN MEDICAL 


COMPLETE DATA ON 


260,000 
PHYSICIANS 


MAKE SURE OF 
YOUR COPY! 
USE THIS HANDY BY ASSOCIATION 


COUPON—NOW 535 N. DEARBORN ST. 
CHICAGO 10, ILL. 


Ag Gentlemen: 


Enclosed is my remittance of $ 
for one copy of the 20th Edition of the A.M.A 
Directory. 


NAME 
ADDRESS 


ZONE 


STATE 


7 
Gj 
st. 


-PAMPHLETS ON 


EMOTIONAL HEALTH 


by T. R. RETLAW A discussion of release of tension 
through work and play. 8 pp. 15¢ 


EMOTIONAL ILLNESS 


by EDITH M. STONEY An explanation of the difference 
between functional or psychosomatic illness, and organic ill- 
ness. 8 pp. 15¢ 


JOE’S NERVOUS BREAKDOWN 


by JOHN E. EICHENLAUB, M.D. A doctor tells the suf- 
ferer’s family how they can help when he comes home, how 
to deal with outsiders, why breakdowns occur, and how they 
can be prevented. 6 pp. 10c 


write to 
ORDER DEPARTMENT 


mental health 
reprinted from Todays Health 


THE PSYCHIATRIST 


by EDWARD DENGROVE, M.D. and DORIS KULMAN 
What he is, how he works, and what he can mean to you. 
6 pp. 10¢ 


HYPNOTISM—HUMBUG or HEALING? 


by JAMES A. BRUSSEL, M.D. The truth is that it can be 
either, depending on who uses it, for We in the hands 
of a phony is about as good as a three-dollar bill. 6 pp. 10¢ 


THE DOCTOR TACKLES 


THE EMOTIONAL ELEMENT 


by WILFRED DORFMAN, M.D. Increasing medical knowl- 
edge of the role of the mind in many illnesses. 6 pp. 10¢ 


AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN STREET, CHICAGO 10, ILLINOIS 
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help reduce 
the pressures 
IN your 
patients 


for total management 
of your hypertensive 
patients rely upon 


Raudixin provides gradual, sustained lowering of 


blood pressure in hypertensive patients, as Well as” 


a mild bradycardia. Hence, the workload Gf the 
heart is reduced. 

“... often preferred to reserping private 
practice because of the additional activity 
of the whole root.” 


Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. 
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help reduce 
the pressures 
ON your 
patients 


Per 


whole Root Rauwo'lfia Serpentina 


Sranquilizing Raudixin helps the anxious 


hypertensive patient so that he is better able to 
‘cope with external pressures Witnout being over- 
elmec by them, By reducing these anxieties and 
tensions, Raudixin helps Break the mental tension 
—hypertension cycle, 
Dosage: Two 100 mg. tablets Grice daily; may be adjusted 


within Fange of 60 to 300 mg. Bepp!y: 50 and 100 mg. tablets. 
Bottles of 200, 1000 and 5000. © - 


13 A SQUIBB TRADEMARK 


i 
| | 
A 
‘ 
| 
4 
SQUIBB Squibb Quality—the Priceless Ingredient 


J.A.M.A., Sept. 27, 1958 


WBIBUCHET SUID 


The judge peered down suspiciously at the at- 
tractive girl seated in the witness chair. 

“Haven't you already appeared as a witness in 
this suit?” he demanded. 

“In this old thing?” answered the girl. “Heavens, 
no! The other was a navy blue sheath.” 


John G. Fuller, in the Saturday Review, tells 
about the city editor of a large daily newspaper 
who had for years puzzled his staff by constantly 
taking a small slip of paper from his breast pocket, 
glancing at it and returning it to his pocket. 

One hot summer's day after a big company 
luncheon, the editor carefully hung up his jacket, 
placed his feet on the desk and fell into a deep 
sleep. This unusual happening was what his crew 
had long been awaiting. 

Breathlessly one of them stole toward the rack 
where the jacket was hung and carefully extracted 
the paper. 

On it was written simply, “I before E except 
after C.” 


Political talk overheard between two secretaries 
at lunch: 

“Speaking of elections, who d’ya think’s gonna 
be Miss Rheingold this year?” 


The motorcycle cop pulled up alongside a car 
that had been in a minor accident. 

“Did you,” he asked the woman by the car, 
“manage to take down the other car’s license num- 
ber?” 

The woman smiled triumphantly. “Did I!” she 
said—and whipped forth a badly battered license 
plate for his approval. 

e 


A young mother took her son to a Sunday School 
picnic at the beach the other day, only to lose him 
in the excitement of watching his first three-legged 
race. She had just begun searching for him when, 
loud and clear over the sounds of the picnickers, 
came a desperate wail, “Jessie! Jessie!” 

When finally she caught up with him she asked 
him why he had called her by her name, Jessie— 
something he had never done before. 

“Well, gee,” answered the boy reasonably. “It's 
no use calling ‘Mother—the place is full of them.” 


by E. K. H. 


A fan magazine writer, doing a story on the 
home life of actor Paul Douglas and actress Jan 
Sterling, asked Jan if Paul had any hobbies. 

“Why, bless your heart,” said Jan with a grin, 
“I'm his fifth wife.” 

Just heard a romantic tale of a Hollywood 
couple who met and fell madly in love just two 
weeks ago at a wedding. Her wedding. 


Sign of the times: 
A Chicago automobile dealer offers part-time 
employment to help you pay for your car. 


Comedian J. Goebels says his wife has been tak- 
ing driving lessons recently and is coming along 
real well. 

“If she continues improving like this,” says 
Goebels, “I'm going to put a door on the garage.” 
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He doesn’t have to “fight to stay awake” 
on the job— 

his symptoms are kept well controlled, 
but his acuity unimpaired, with 


—“potent antihistaminic”’* 


with little or no sedation 


CLISTIN produced few complaints of 
drowsiness, as well as a low incidence of all side 
effects, in a comparative study* of antihistamines. 


CLISTIN is particularly useful 
“where effective control of allergic symptoms 
with little risk of sedation is important.” 


© Tablets Clistin, 4 mg. 


@ Tablets Clistin R-A (Repeat Action), 
8 mg. (orange) and 12 mg. (yellow) 


@ Elixir Clistin, 4 mg. per 5 cc. 


1. Johnson, H. J., Jr.: Am. Pract. & Digut Treat. 5:862 (Nov.) 1954. 
2. Beale, H. D.; Rawling, F. F. A., and Figley, K. D.: J. Allergy 


25:521-524 (Nov.) 1954. 


3. MacLaren, W. R.; Bruff, W. C.; Eisenberg, B. C.; Weiner, H., 


and Martin, W. H.: Ann. Allergy /3:307-312 (May-June) 1955. 


LABORATORIES, INC., PHILADELPHIA 32, PA. 
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APPROVED 
January 1, 19 228 bed general 
educational cqpectumicios ; out patient clinic, all services 
available, $150 plus full maintenance. Write: Chairman, 
Intern Committee, St. Luke’s Hospital, St. Paul % 


FULLY APPROVED ROTATING 


RESIDENTS WANTED 


WANTED 


THORACIC SURGEON: 
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(Continued from page 104) 


RESIDENCIES IN PEDIATRICS 
bec 


gene eral hospital*+ in San Francisco; two year 
; large outpatient department and Clinic serv- 

$325 per month first year, plus mainte- 
nance. Contact: Educational Committee, St. Luke’s 
Hospital, 1580 Valencia Street, San Francisco, Cali- 
fornia. D 


RESIDENCIES—INTERNAL MEDICINE; ACTIVE 300 
bed general hospital; approved 3 year reside ney program ; 
full time Board specialists teaching ; 
$315 to $415, depending upon year of training and fam- 
ily status; eligible California licensure. Write: Director 

Kaiser Foundation Hospital*+, w. 
MacArthur Boulevard, Oakland 11, 


APPROVED ROTATING INTERNSHIPS—-ONE YEAR 
internship January '. 1959; 684 bed county ee 


of Edueation, 


APPROVED 250 


salaries range from 


California. 


near New York 
ow: only ap 


' 
ge approved medical schools wil 


considere 


plus 
Jersey. 


Paramus, New 


PEDIATRIC RESIDENCY — SAN FRANCISCO; TWO 
year approval; full time staff Board Certified pediatri- 
cians in teaching program; active service with rooming- 
in experience; appointments available immediately; 
se required, Contact: 
Department, Kaiser Foundation Hospital*+, San on 


California licer 


cisco 15, California. 


SURGICAL RESIDENCY—FOUR YEAR APPROVAL 
320 bed general hospital; large volume 
of private and clinic material; active intern and resi- 
dency program with approval all major specialties; full 
now accepting appli- 
cations at all levels. Write: Director of Medical Educa- 
De Paul Hospital*+, Norfolk 5, Virginia 


APPROVED THREE YEAR RESIDENCY—INTERNAL 
medicine; one immediate opening; modern 253 bed gen- 
eral hospital* +; active outpatient clinics and emergency 
Board specialists teaching; be sinning sti- 


obtained in 1958; 


time director of medical education ; 


tion, 


department ; 


pend $300 monthly plus maintenanee. . 
Harvey, MD, Herrick Memorial Hospital, Berkeley ‘; 


California, 


FELLOWSHIP IN PEDIATRIC ANESTHESIOLOGY— 
Available by appointment; 200 bed pediatric hospital+ 
affiliated with medical school; all i 
» at least one year of ap- 
yearly stipend. Ap- 

ply: Chief, Anesthesiology “Department, Children’s Hos: 


surger 


$4,200 
pital, Louisville, Kentucky. 


ONE VACANCY—JANUARY 1, 1959; 3 YEAR PRO- 
gram; obstetrics-gynecology ; approved. residence; 5 man 
obstetries-gynecology resident staff. Write: Mr. P. F. 
Riggs, Administrator, Hollywood Presbyterian Hospital- 
Olmsted Memorial, 1322 North Vermont Avenue,* * 


Los Angeles 27, California. 


RESIDENCY IN PSYCHIATRY—THREE YEAR AP- 
proved program, immediate openings ist and 3rd year 
residents; salary $9, maintenance; AMA ap- 
Brinegar, MD, Sup- 
erintendent, Mental Health Institute+, Cherokee, — 


proved schools only. Wr W. C. 


Minnesota. 


GENERAL PR K RESIDENCY 

235 bed hospital*+ in Kentucky 
e; training proxram activ 
dents must be able to help teach interns. Box 6737 D, 
Yo AMA. 


able in approve 
plus full mainte 


residencies 
ments; surge 


Ohio. 


PATHOLOGY RESIDENCY—FOUR YEARS APPROVED 
pathologic anatomy and clinical pathology; voluntary 
teaching hospital; affiliated University of Michigan; 
compensation $4,380 to $4,980. Write: Pathologist, Sagi- 
naw General Hospital, Saginaw, Michigan. Dd 


Hospital*+, 6606 Carnegie Avenue, 


APPROVED PEDIATRIC RESIDENCIES BEGINNING 
in 


January 1, 1959, and July 1, 19 


hospital; salary 


North Carolina. 


ROTATING RESIDENCIES FOR GRADE A SCHOOL 
140 bed hospital in 
. W. city; full maintenance plus $400.00 per month; 
500 deliveries, 3,400 admissions; 730 over 
of staff Board Certified. Box 6669 D, % AMA 


WANTED—TWO RESIDENTS FOR A TWO YEAR 
approved anesthesiology service for 
hospital in New York City; we require graduation from 
an approved medical school and an approved intern- 


graduates; beginning July, 1959: 


ship. Box 6663 D, % AMA. 


year approved residencies available; 


tal Hospital; excellent teaching program therapeutic 
procedures; $5,280 to $6,600, Box 6638 D, AMA. 


SITUATIONS WANTED 


TRAINED EXCELLENT UNI- 
versity hospitals—4 years, general surgery residency; 1 
year, research fellowship, thoracic; 
thoracic residency; research includes use pump-oxygen- 
ator, open-cardiac surgery; will take Part II surgery 
boards; desires thoracic surgery, partnership or associa- 
tion, prefer with part-time teaching; Midwest, New 
Woodward 


England or Northwest; Age 31 


Bureau, 185 N. Wabash, Chicago 1 


ANESTHESIOLOGIST — BOARD QUALIFIED; DE- 
sires position in or near ski resort; domestic or, foreign ; 
licensed California and New York, Box 6772 1, % AMA. 


INTERNSHIPS AVAILABLE 


INTERNSHIPS AND 
vailable July, 1959, in our various depart- 
y, obstetrics-gynecology; 
anesthesiology, general practice, radiology and pathol- 
ogy. Apply: Administrator, Merey Hospital* +, a 


IN GENERAL PRACTICE; 
salary $300 per month plus complete maintenance; resi- 
dency approved by AMA and department of state for 
exchange visitors. Apply: Administrator, The Polyelinic 
Cleveland 3, Ohio. D 


$300 per month ‘with maintenance in 
hospital. Apply: Dr. J. Buren Sidbury, vi, 


RESIDENTS IN PSYCHIATRY; THREE 


Chief, Pediatrics 


Apply 


types of pediatric 


hospital; excellent 


- NOW AVAIL- 
; $250 


resi- 


internal medicine, 


75 bed children’s 


IN URINARY 
INCONTINENCE 


D 
CHLORIDE 


METHYL BENZETHONIUM CHLORIDE 0.1% 


OINTMENT 


AND 


 AMMONIACAL 
DERMATITI 


\\ 


400 bed teaching 


large Eastern Men- 


completing 2 year 


\\ 


\ 


\\ 


\\ 


\\\nyS 


\ 
\ 


\ 


\ 


HOMEMAKERS PRODUCTS DIV. OF GEO. A. BREON & (0. 
1450 BROADWAY, N. Y. 
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dle 40's 
perienced ; 
industrial ; 


AL 


EON 
nial, 


Westminster Bank, 


England. 


NURSE 
delivery 


J.A.M.A., Sept. 27, 1958 


RECENTLY CERTIFIED; MID- 


adaptable; 
also gynecology, 
will do some 
group, partnership, 


OBSTETRIC 
seeks responsible 
good references supplie 

63, 


location. 


EXPERIENCED; AGE 30; 
room post with obstetrician ; 
% 


mature judgment; ex- 


genito-urinary, fractures, 
general w« 
Box 6769 I, % 


; willing worker: 
AMA, 


Davies, SRN, SCM, 


Landen 
I 


IN NEED OF BOARD SPECIALISTS 
sician 


te head departments, 
industry or public health, 
dations. Wood 


Wabash, Chicago. 


UROLOGIST 


Chicago, Midwest 


resectionist ; 
6767 1, % 


BOARD 


academic 
AMA 


for private practice, 
se write for recommen- 


plea 
ward Medical Personnel Bureau, 185 N. 


CERTIFIED; FACS; 41; DE- 
sires relocation with group, partnership or association; 


or metropolitan area; accomplis hed 
interests and teaching Box 


GYNECOLOGIST AND OBSTETRICIAN — UNIVER- 
; Board Eligibie; experienced; veteran; early 
ee California license ; wishes to locate in Cali- 


sity trained 


Box 6737 


; desires i 
A. 


| or group practice. 


OBSTETRICIAN-GYNECOLOGIST— 42; BOARD QUAL- 


ified; famil 


available on 
group or individual; 
AMA. 


« 


30 day 


eneral practice and specialty experience; 
notice; 
no military obligation. Box 6752 I, 


prefer wiation with 


UROLOGIST—BOARD CERTIFIED; VETERAN; WELL 


trained; capable; 
desires association wi 
censed California, Texas; 
% AMA 


GENERAL SURGEON 


trained; desires 


individual or group; 


INTERNIST 
Eligible in 


UROLOGIST 


clinical experience; 
directorship 
A 


department 


Box 6766 I, 


Fall of 1959: 
desires location or association. 


privat 
reciprocity oe states; also Flor- 
ida license; available now AMA. 


ree years residency; Board 

radioisotope xperience; 
AMA. 


CERTIFIED, 


desires university prefessorsh 


experienced all phases GU surgery; 
other urologist or group: 
best references. Box 6759 1, 


; BOARD ELIGIBLE; WELL 


will associate with 


OBLIGATED SERVICE 


Box 6764 1, 9 


WITH TEACHING AND 


hip or 


for clinic; salary negotiable. 


DERMATOLOGIST — BOARD CERTIFIED; AGE 33; 
desires position with individual or group; prefers New 
York vicinity or ig 3 coast; will consider other 
opportunities. Box 6758 | MA. 


ci 


RADIOLOGIST 


gations ful 


isotope and 
with individual or group. 


CERTIFIED; 
filled; excellent 
supervolta re 


35; MILITARY OBLI- 


references, experienced in 
therapy desi 
Box 6760 1, % 


ires association 
AMA. 


BOARD CERTIFIED IN THORACIC AND GENERAL 


surgery; highly 


trained, 


experienced and thoroughly 


qualified; service obligation completed; young, married; 


and family; 
June, 1959 


desire 


location 
Box 6731 I, % A 


SURGEON—CERTIFIED; 36; 


subspecialties ; 


or association; available 
fA 


CAPABLE IN MOST 


excellent training, compatible; four years 


practice and teaching experience; seeks de sirable loca- 


tion for family; 


association 


Box 6732 


with or, i general work; solo or 
AMA 


OBSTETRICIAN-GYNECOLOGIST — CERTIFIED; 34; 
family; university trained; military completed; desires 
relocation from solo practice to association with indi- 
vidual, group. iy Pd practice; give details first letter. 


Box 6718 I, 
AVAILABLE 


head departments, 
vate practice, } 
health. Please write for recomme 
E. Washington, 


Agency, 55 


-AMERICAN 
join groups, 
assistants or associa 


WELL TRAINED THORACIC 
January Ist; three 


two years’ training, 
Medical Bureau, 
Michigan Avenue, 


INTERNIST 


experience 


years” 


Chi 


BOARD SPECIALISTS TO 


etc. ; physicians for pri- 
industry, publie 


dations. Shay Medical 
I 


SURGEON AVAILABLE 
training; general surgery; 
thoracic surgery, teaching hospitals. 
Burneice Larson, Director, 900 North 
Chicago. I 


CERTIFIED; 33; UNIVERSITY 
trained; currently on faculty of medical school; has had 


in private 


practice 


and industrial medicine; 


desires absociation with nl, clinic; military service 
Box 4858 I, AMA 


completed 


RADIOLOGIS 


or teaching 


and family; 


southwest 


BOARD ELIGIBLE SURGEON 


rtifled 
Box 6641 


excellent 


26; DESIRES POSITION IN GROUP 
by AEC; 
references; prefers midwest or 
% AMA. 


in good health; married 


AGE 32; TWO YEARS 


experience; seeking location with group or solo practice ; 


prefer east or meen 
AN 


tice. Box 6723 I, 


SURGEON 
ri 


veteran; 


willing to do some general prac 
{A 


BOARD CERTIFIED; FACS; 34; MAR 


experienced all subspecialties and urology; 


desires location or association with individual or group 
Box 6717 1, % AMA 


ANESTHESIOLOGIST 


hospital de 
% AMA. 


partment ; 


BOARD CERTIFIED; YEARS 
of experience as private anesthesiologist; and as head of 
desire to relocate. Box 6726 I. 


OBSTETRICIAN -GYNECOLOGIST 7 YEARS EX- 


perience in 
southw 
Box 6724 I, 


SURGEON 
experience 


private practice; 
will consider 


AMA 


in general 


Box 


lesires change to south or 
association or group practice 


35; BOARD CERTIFIED; FAMILY; WIDE 
surgery; 
medical school affiliation for 3 
or group practice 


in private practice with 


years; desires association 
6018 I, % AMA. 


ANESTHESIOLOGIST — LICENSED IN NEW YORK 
and Florida states; 
position. Box 6716 i, % AMA 


INTERNIST 


tion with group or 
southwestern Wisconsin 


CERTIFIED; 


FACA meee desires change of 


40; DESIRES ASSOCIA- 
another internist in Minnesota or 
Box 6700 I, % AM: 


(Continued on page 116) 
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at i A. and Fischer, C. C.; AMA J. Dis. 
ane 2. Smigel, J. O.; Med. Times 83:408 sf 
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WHY RISK DELAYED RECOVERY 
FROM 


Many of the organisms causing pyoderma are refractory to routine anti- 
biotic therapy. If the offending organisms are resistant staphylococci, 
CATHOMYCIN (novobiocin) is often indicated. CATHOMYCIN has an 
established record* of effectiveness against strains of organisms resistant 
to most other antibiotics. It may be administered alone, or combined with 
other antibiotics to delay the emergence of resistant strains. 


Of particular value in hard-to-control pyodermas caused by resistant 
staphylococci, CATHOMYCIN is rapidly absorbed—producing therapeutic 
blood levels that last for 12 hours or more. The drug is generally well tol- 
erated and there is no evidence of cross-resistance with other antibiotics. 


CATHOMYCIN 


for staphylococcic septicemia, enteritis, postoperative wound infections and other NOVOB 1OCIN 
serious staph infections. 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or CATHOMYCIN Calcium 
Syrup 4 teaspoonfuls b.i.d. Children: (up to 12 years) 2 to 8 teaspoonfuls daily in 
divided doses based on 10 mg. CATHOMYCIN per Ib. of body weight per day. 
SUPPLIED: Capsules sodium novobiocin, each containing the equivalent of 250 mg. 
of novobiocin—vials of 16 and 100—and as an orange-flavored syrup (aqueous 
suspension), in bottles cf 60 cc. and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup 
contains 125 mg. (2.5%) novobiocin, as calcium novobiocin. 
*Complete bibliography available on request. 


| 
Gp MERCK SHARP & DOHME bivision of MERCK & CO., INnc., Philadelphia 1, Pa. 


SS10 


epr 


documented 
case histories'* 


At Clinically confirmed 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stimulation 


> restores natural sleep 
& reduces depressive rumination and crying 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


> does not adversely affect blood pressure 
or sexual function 


& causes no excessive elation 


& produces no liver toxicity Dosage: Usual start- 
> does not interfere with other drug therapies aid, When nacensry 
Deprol is unlike central nervous stimulants 


3 tablets q.i.d. 
does not cause insomnia 


Composition: Each 


: ss ablet contains 
> produces no amphetamine-like jitteriness _tabiet contains 400 


does not depress appetite 


> has no depression-producing aftereffects a (benactyzine 


can be used freely in hypertension and 
in unstable personalities 50 scored tablets, 


1. Alexander, L.: Ch py of depression—Use of U bined with b ine (2-diethylaminoethy! benzil 
frasce-mana -PYSTOchloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current p I ications; in the files of Wallace Laboratories. 


0-708 Literature and samples on request WALLACE LABORATORIES, New Brunswick, N. J. 


| 
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For your ambulant asthmatic... .“Airina hurry !’’ 


Nephenalin’, the square purple tablet that relieves asthma with utmost speed for 4 full 
hours, offers convenience and reassurance to your ambulant asthmatic patient. Placed under the 
tongue, the NEPHENALIN tablet quickly releases 10 mg. of Isoproterenol HCl, the potent homo- 
logue of epinephrine, for immediate opening of the airway. Swallowed, the NEPHENALIN tablet 
provides theophylline (2 gr.), ephedrine (3 gr.) and phenobarbital (1% gr.), for sustained 
protection from asthmatic seizure. NEPHENALIN is available for your prescription in bottles of 
20 and 100 tablets. Also available: NEPHENALIN PEDIATRIC. Leeming Ge 10x. 


big 
ie 
P 
q 


Sulfamethoxypyridazine Lederie 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.’ 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
.infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (714 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 


references: 
1, Geshte, zg. and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazine. New England J. Med. 


2. Editorial: New England J. Med, 258 :48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York p> 
*Reg. U.S. Pat, Off. 
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(Continued from page 110) 
PROFESSIONAL AND TECHNICAL AIDES 


WANTED—TECHNOLOGISTS: (a) mee TECH; 
ery busy lab, 15- dr clin; to $6000; f city 25,000; 
MED TECH: gen hsp now be ‘ to over 125 

to $4200; twn 10,000; So. (c) MED 
*d school; new lab to compl soon 
s part of expan prog, to over 200 bds; Mw. 
(a) BACTERIOLO 1ST; 200-bd gen 
350- ba unit; to $5000; Fla resort. 2. oa 


w/50- bd chronic disease wing; 


to $7; (9) MED TE 
+ $5400, call; ige Calif city. ih) 
5 is; lovel 


eventual 
Y TECH; 


; SW univ city. ) 
congenial lab: hsp expand 
very lite call; N. En_i. Woodward Medical Bureau, 
Ann Woodward, Director, 185 N. Wabash, Chicago. L 


GENERAL HOSPITAL—80 BEDS; REQUIRES TECH- 
nician with good background in chemistry and bacteri- 
ology; hospital plans to double size within two years: 
excellent opportunity for advancement; fully equipped 
modern laboratory; full time pathologist in charge; 
hospital will make ‘available additional training at rec- 
ognized institutions for medical technologists. Address 
all inquiries to: The Administrator, Cornwall Haspital, 
Cornwail, New Y L 


TECHNICAL DIRECTOR OF BLOOD BANK AND 
serology section of large laboratory in connection with 
1,000 bed general hospital affiliated with two schools 
of medicine; person with a Master's degree or with a 
sapgecrat 8 degree and equivalent experience can qual- 

; pay range is $5,304 to $6,444 per year; three weeks 
vacation ; eleven aid. Bann ge applicants must be 
8. citizens. Depa ent of Personnel, City of St. 
Louis, 235 Municipal go Building, 14th and Mar- 
ket, St. Louis 3, Missouri. L 


GENERAL MEDICAL TECHNICIAN; FOR EMPLOY- 
ment with the United States government; under 38 
years of age; must be U. S. citizen; knowledge of x-ray 
and laboratory procedures required; military experi- 
ence in the medical field desirable; must have com- 
pleted military obligation; willing to serve overseas; be- 
ginning salary $4,490 plus allowances; request initial | 
reply include personal, professional and military back- 
ground. Box 6384 L. % AMA. 


PRACTICES FOR SALE 


CALIFORNIA — GENERAL PRACTICE; 
$3,000 monthly; lease or buy refrigerated 
equipment; residential area; city 40,000; 
pitals; introduce gratis: retiring. Write: 
Vista, Bakersfield, California 


CALIFORNIA—SOUTHERN; COASTAL CITY; ACTIVE 
general practice; well equipped office, complete x-ray; 
reasonable rent; grossing $45,000 ms; excellent 
round climate; good hunting, fishing and boating. 
6298 P, AN MA. 


CONNECTICUT LARGE GENERAL PRACTICE; 
grossing over $55,000; progressive city; beautiful sur- 
rounding country; fully approved open hospital; no real 
estate to buy; little cash; terms arranged; leaving to 
specialize July, 1959. Box 6734 P, % AMA. 


FLORIDA — PEDIATRICIAN; WEST PALM BEACH; 
at least $40,900 potential; new air conditioned office: 
x-ray and laboratory acc lations ; diate occu- 
pancy; license necessary; very reasonable 
Box 6708 P, % AMA. 


FLORIDA — EQUIPPED err res 


and practice for sale; x-ray, 
= Road, Miami Beach; une price “3. 000 and assume 
lease. Box 6728 P, % AMA 


ILLINOIS—-EXCELLENT LOCATION 
practitioner or orthopedic men; city of 50,000; 


GROSSING 
office anc 
good hos- 
2411 A 


FOR GENERAL 
house 


office combination; reasonable; terms. Box 6746 P, 
% AMA. 
ILLINOIS—-PLEASANT PRACTICE FOR INTERNIST 


or generalist in large college town; equipment and furni- 
ture available; spacious office, rent reasonable; 3 hos- 
pital staff open; will introduce. Box 6762 P, % AMA. 


ILLINOIS- -ESTABLISHED EENT PRACTICE; SAME 
location for 35 years; icago, northwest side; furni- 
ture, instruments, equipment for sale; retiring healthy; 
Diease give quali fications; g opportunity for eye 
surgeon. Box 6713 P, % AMA. 


MICHIGAN—ACTIVE GENERAL PRACTICE IN CITY 
of 175,000 northeast part state; suburban location; 5 
room suite with good equipment including x-ray; will 
introduce; cash or terms. Box 6741 P, % AMA. 


MONTANA—WELL ESTABLISHED GENERAL PRAC- 
tice available immediately: very attractive office; mod- 
ern hospital; fine schoois; progressive community; ex- 
cellent hunting and eageroed mild climate; specializing. 
Box 6657 P, % AMA 


NEW YORK—SMALL TOWN GENERAL PRACTICE 
available in one of New York State’s fastest growing 
communities; fully equipped office in excellent location 
with modern hospitals close by; reasonable rental with 
no down payment; widow desires to give young practi- 
tioner chance to start own practice at extremely reason- 
able terms; unlimited opportunities for ambitious young 
physician. Contact: Mrs. Mary Gridley, 805 Grand Cen- 
tral Avenue, Horseheads, New York. P 


NEW YORK—FOR LUCRATIVE RURAL GEN- 


eral practice; Finge kes Region, New York state; 
pleasant village, modern office and lovely landscaped 
house; liberal terms. Box 6664 P. 


NORTH CAROLINA FOR SALE; GOOD OPPOR- 
tunity for dermatologist in city of 54,000; surrounding 
area 120,000; medical equipment and records available; 
being sold due to death of physician. Contact: Mrs. 8. 
Whitehead, 341 Vanderbilt Road, Biltmore Forest, 
Asheville, North Carolina. Pr 


NORTH CAROLINA—PIEDMONT; GENERAL PRAC- 
tice; new offices; X-ray, very st equipment for sale; 
one or two doctors; reasonable, terms; location excel- 
lent; will aa - specialize; gross $55,000 1957. 
Box 6749 P, % A 
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J.A.M.A., Sept. 27, 1958 


PENNSYLVANIA — GENERAL PRACTICE; RURAL 
eastern Pennsylvania; air conditioned home-office 
combination; grossing $30,000; 2 hospitals 15 minutes; 
will introduce; April; $27,000, $3,000 down; lease 
$200; specializing June. Box 6756 P, % AMA. 


PENNSYLVANIA—TWELVE YEAR GENERAL PRAC- 
tice; excellent laboratory equipment; ideal for ate rnist ; 
adequate office space for two physicians; new 122 bed 


open staff hospita) within two miles; beginning four 
oo pathology. John E. Deardorff, MD, Northumber 
and. 


WANTED—YOUNG BOARD ELIGIBLE OR CERTI 
fled ophthalmologist to take over established practice ; 
prosperous college community of 80,000 between Chi 


cago and Detroit; leaving November Ist to re-locate 
west coast. Box 6743 P, % AMA 
WASHINGTON — EENT; SPECIALIST WANTED TO 
take over my practice in Eastern Washington State; 
modern equipment may be leased on monthly basis: 
write for further information to: Box 6747 P, AMA 
WEST VIRGINIA -—- GENERAL PRACTICE; EXCEL 


lent opportunity to take over going practice in southern 

community; population 12,006, wonderful climate, moun 

tains, recreation, ete.; gross $25,000; open staff hos 

= no cash re quired: easiest terms, specializing Janu 
, 1959; position open immediately; include full 

resume in first letter, your confidence respected. Box 
6735 P, % AMA. 


APPARATUS, ETC., FOR SALE 


GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and electrocardiographic equipment: available 
at all district offices; United States and Canada; deal 
directly with factory organization; ali sales and service 
personnel factory-trained ; include installation 
and operating instructions. : B-9, eneral 
Electric Company, X-ray Department, 4855 Electric 
Ave., Milwaukee |, Wisconsin. Q 


PHYSICIAN'S EQUIPMENT 
dition; 5 pieces reception set: all new; reasonably 
priced. Frank J. Rojek, MD, 7901 No. Octavia; Niles 
Illinois. LI 9-7532 day; Niles 7-6349 evenings Q 


10 PIECES, GOOD CON 


1958 HEMOGLOBINOMETER (DARE) 


NO HEMOLYSIS @ NO DILUTIONS ® NO REAGENTS 


mum error. THE RIEKER INSTRUMENT CO., Phila. 30, Pa. 


LARGEST STOCK OF USED-RECONDITIONED AND 
surplus x-ray equipment in America; all makes and 
models of diagnostic and therapy units; delivered; in 
Stalled, guaranteed and serviced. Write for details of 
new deferred payment plan and new accessory price 


list: The Kramer X-Ray Company, Inc., formerly Med 
ical Salvage Co., Inc., 217 E. 23rd Street, New York 10, 
New York. Q 


LARGE STOCK NEW, USED EQUIPMENT; INSTRU- 
ments; available for physician. hospital, or laboratories. 
Harry Welis, 400 E. 5 New York 22, New York. @ 


FOR RENT 


FOR RENT; SUITABLE 
over practice of recently 
modern four room suite ; 
two hospitals; excellent 


PHYSICIAN'S OFFICE 
general practitioner to take 
deceased physician; complete 
city of Kingston, New York; 


location; rental $175 monthly. Inquire: Mrs. Thomas 
Ingarra, 145 Wall Street. Kingston, New York, Phone 
FE 8-7050. = 


IN LOS ANGELES 
EENT or 
medical 


FOR RENT-—-IN TOWN OF 90,000; 
county; compact efficient suite designed for 
other specialty; floor; established 
building. Box 6761 T, AMA. 


LOS ANGELES—NEW MEDICAL CENTER; 60 suites: 
3 buildings; air conditioned; completely modern; in 
dividually designed; adjacent to 2 new hospitals. Eddie 
Doyle, Marlos & Company, 1859 W. Imperial Highway, 
Los Angeles, California. T 


REAL ESTATE FOR SALE 


FOR SALE—BY OWNER; LARGE RAMBLER, 4851 
Silver Hill Road, Suitland, Maryland; suitable foi 
home-offices; fireproof steel and concrete construction ; 
over 1,000 square ei recreation room convertible to 
offices; must be seen to appreciate possibilities; owner 
of premises 4:30 until y = weekdays, all day Saturday 
and Sunday; no ‘For Sale’’ sign. XxX 


RADIUM 


RADIUM—FOR ALL MEDICAL PURPOSES; BOUGHT, 
sold, radium applicators, owned directly by physician 
radiologist. Quincy X-ray Laboratories, 
Quincy, Illinois. Z 


Radium 


MEDICAL WRITING 


MEDICAL MANUSCRIPT EDITING SERVICE—NON- 
commercial; manuscripts over 5000 words not accepted 
American Medical Writers’ Association, WCU Building, 


Wyeth Laboratories 
12, 15, 27, 33, 34, 50, 67, 79, 82, 86A-F 


Quincey, Llinois. 
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| SECLUSION Est. 1909 MATERNITY 


| FAIRMOUNT 


Private sanitarium for the care of a limited 
number of unfortunate girls. Rates reason- 
able. In certain cases work given to reduce 
expenses. Certified obstetrician in charge. 
All adoptions, if desired, are arranged thru 
the juvenile court of K. C. Early entrance 
advised. All correspondence confidentio!. 
Write or phone 
| Grace Schroer, Supt. WA 3-3577 
| 4911 E. 27th St.—K. C., Mo. 


BELLEVUE PLACE 


for 


Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


Health Publications 


Send for a free catalog listing publications of the American Medical 
Association dealing with community health, personal hygiene and sani- 
tation. Listed are posters, pamphlets and other publications of interest 
to the public. Help encourage the maintenance of good health in your 
community. 


Americen S85 North St, Chicago 28 


AVIATION MEDICINE 


Trans World Airlines is seeking a full time physician 
for its Medical Staff in Kansas City. Must have Flight 
Surgeon experience or training in Aviation Medicine. 
Must be able to interpret routine X-Rays and Electro- 
cardiograms. 

Write, or contact, giving full particulars: 

TRANS WORLD AIRLINES, Employment Office 
10 Richards Road Kansas City, Missouri 


Pla © i dyl eases those tensions of the day 


(ETHCHLORVYNOL ABBOTT) 


4 
PROTECTS AGAINST PAIN” 
~AND CONTROLS ANX 
EQUANITRATE* | 
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Hospital practice infant feeding 


Standard formulas for FEEDING REGULATION 


Underfeeding is a common cause when infants fail to 
gain and thrive. In the earliest stage, when caloric intake 
is inadequate, the infant cries after feeding, remains 
constipated, and the restlessness from hunger is mis- 
taken for colic. A changed or weakened formula appears 
to be indicated. 


But clinical studies show that a young infant requires 
a formula of 2 ounces of whole milk (40 calories), a tea- 
spoon of Karo Syrup (15 calories), and a half-ounce of 


WHOLE MILK FORMULAS 


Whole Each Number of 
Age Milk Water Karo Syrup Feeding Feedings in Total 
Months ‘Fluid Oz. Oz. Tbsp. 0z. 24 Hours Calories 


320 
532 
480 
520 
610 
700 
760 


3 
4 
5 
6 
642 
7 


Birth 10 10 
13 
13 
9 
11 
11 
10 
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Each Number of 
Water \KaroSyrup Feeding Feedings in Total 
Tbsp. 0z. 24 Hours Calories 


380 
532 
576 
650 
768 
768 
812 


added water per pound of body weight per day. 


Of the total calories, a successful formula yields about 
15-20% in protein, 50-60% in carbohydrate, and 25-35% 
in fat. Whole milk must be reinforced by adding 5% to 
10% carbohydrate (1) to provide protein-sparing effect 
which permits protein anabolism instead of energy pro- 
duction; (2) sufficient calories for tissue formation; 
(3) proper utilization of fat; (4) suitable acid-base rela- 
tionships in the intestinal tract and (5) adequate 
weight gains. 


ADVANTAGES OF KARO® SYRUP IN INFANT FEEDING 


Composition: Karo Syrup is a superior 
dextrin-maltose-dextrose mixture because the 
dextrins are non-fermentable and the maltose 
is rapidly transformed into dextrose which 
requires no digestion. 


Concentration: Volume for volume Karo 
Syrup furnishes twice as many calories as 
similar milk modifiers in powdered form. 


P uruy: Karo Syrup is processed at steril- 
izing temperatures, sealed for complete hygi- 
enic protection and devoid of pathogenic 
organisms. 


Low Cost: Karo Syrup costs 1/5 as much 
as expensive milk modifiers and is available 
at all food stores. 


Free to Physicians — Book of Infant 

Feeding Formulas with convenient schedule 

—. Write: Karo Infant Feeding Guide, 
ox 280, New York 46, N.Y. 


CORN PRODUCTS REFINING COMPANY 
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EVAPORATED MILK FORMULAS 
Evaporated 
Age Milk 4 
Months Fluid Oz. N 
Birth 6 12 2 3 a 
Mot 1 8 16 3 4 a 
2 9 14 3 
3 10 15 3% 5 
4 12 18 4 6 
6 13 22 4 7 
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This advertisement has been designed to fit a standard 8* x 10° frame 


‘Perazil’ relieves the symptoms of sneezing, 
“incessant” itching, inflamed eyes, rhinorrhea, 
itching eyes, nose and throat, associated with: 


e VASOMOTOR RHINITIS 
e ALLERGIC DERMATITIS 
e DRUG SENSITIVITY 


e HAY FEVER 
POLLENOSIS 
PRURITUS 
e URTICARIA 


‘Perazil’ is both prompt and prolonged in effect, 
providing symptomatic relief lasting 12 to 24 
hours from a single dose without the high inci- 
dence of drowsiness occurring with certain anti- 
histamines. When drowsiness does occur it is 
generally mild and the usual precautions should 
be observed. No toxic effects related to either 
the blood-forming organs or the cardiovascular 


system are produced. 


DOSAGE 


Adults and children over 8 years, 50 mg. once or twice 
daily as required. The dose may be increased in severe 
cases. 


Children from 2 to 8 years, 25 mg. (one sugar-coated 
tablet) once daily. 


Infants up to 2 years, 12/4 mg. (one quarter of a 50 mg. 
tablet) crushed and mixed with a spoonful of jam or 


syrup. 


‘PERAZIL’® brand Chlorcyclizine Hydrochloride 


Tablets of: 
25 mg., sugar-coated, bottles of 100 and 1000 
50 mg., scored, bottles of 100 and 1000 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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“Keeping him well with Neohydrin is easier 
for him and us. He doesn’t need extra 
potassium and we don’t worry about elec- 
trolyte imbalance.” 


oral TABLET 


organomercurial N © bE YW R | 


diuretic Prescribe NEOHYDRIN (brand of chlormerodrin) in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea, 


equivalent to 10 mg. of non-ionic mercury, 
in each tablet. 
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(H.W.& D. brand of lututrin) TABLETS 


IN PREMATURE LABOR 
and dysmenorthea 


LUTREXIN is a naturally occurring, 
non-steroid, uterine relaxing 

ovarian hormone proven by 
biochemical methods to differ from 
all other ovarian hormones. 


LUTREXIN blocks the action of 
pituitary hormones.’ 


LUTREXIN has produced favorable 


clinical results in premature labor,”** 


and dysmenorrhea.** 


LUTREXIN, orally administered, 
appears in the blood stream within 
thirty minutes and specifically 
relaxes uterine muscle contractions 
(as in the accompanying tracing). 


Supplied in bottles of 25— 
2000 unit tablets 


1. Bryant, H. H.: to be published. 


2. Majewski, J. T. and Jennings, T.: Obstetrics 
& Gynecology, Vol. 5, No. 5, 1955. 


3. Majewski, J. T. and Jennings, T.: Obstetrics 
& Gynecology, Vol. 9, No. 3, 1957. 


4. Hardy, E. D.: to be published. 


5. Jones, G. S. and Smith, F.: Am. J. Obstet. 
Gynecol., Vol. 67, No. 3, 628-633, 1954. 


6. Jones, Scott S.: Northwest Medicine, Vol. 
54, 1253-1254, 1955. 


in vivo measurement 
of LUTREXIN on 
contracting uterine muscle 


al 


HYNSON, WESTCOTT 
& DUNNING, INC. 


BALTIMORE 1, MARYLAND 
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